Pablished by 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Treatment of Burns PAUL A, REED, M.D. 


Diagnosis and Treatment of 


April 1952 Low Back Pain HANS KRAUS, M.D. 
LEONARD F. BUSH, M.D., and WILLARD H. LOVE, M.D. 
| Massive Hemorrhage of Upper Gastro- 


intestinal Tract LOWELL D. SNORF, M.D. 


¥ 
\ 
4 4 
2 
COMPLETE CONTENTS PAGE 3 
‘ 
a 
; 


peptic ulcer it is important 


To Neutralize Hyperacidity. And KOLANTYL 
includes a superior antacid combination (magnesium 
oxide and aluminum hydroxide, also a specific anti- 
peptic) for two-way, balanced antacid activity. 


To Protect The Crater. And KOLANTYL includes 
a superior demulcent (methylcellulose, a synthetic 
mucin) which forms a protective coating over ulcer- 
ated mucosa, 


To Block Spasm. And KOLANTYL includes a 
superior antispasmodic (Bentyl) which provides 
direct smooth musele and parasympathetic depres- 


sant qualities.... without “belladonna backfire.” 


Lysozyme with a proven anti- 
lysozyme, sodium lauryl sulfate. Laboratory research 
‘2,3 and clinical studies* indicate that lysozyme is one 
of the etiologic agents of peptic ulcer. By inhibiting 

or inactivating lysozyme, KOLANTYL—and ONLY 
KOLANTYL— includes: the important 4th factor 
Merrell toad more complete control of peptic ulcer. 
1828 
NewYork » CINCINNATI « Toronto \ DOSAGE: Two tablets every three hours as 
1. Meyer, K. Am.J.Med. 5:482,1948. \\3 needed for relief. Mildly minted Kolanty! tablets 


2. Wang, K.J. and Grossman, M.I1. s. 155:476,1948, i 
3. Grace, W.J. Am.J. Med Se. 217:241,1949, be chewed, or swallowed with ease. 


4. Hufford, A.R. Rev. of Aug.,1951, 
Trade-marks “*Kolantyl,” "Bentyl’’ Hydrochloride 


the 


\ 


a 
| 
i 
Be ee 
i 
ae 
J 
\ 
| 
5 


Bronchial Relaxant... 


Antiallergic... 


Expectorant... 


Combined in a New Compound for Cough Control 


COMPOUND 


incorporates these important components for the treatment of cough: 


AMINOPHYLLIN (SEARLE) ... for bronchial relaxation; 
DIPHENHYDRAMINE (SEARLE)... for antiallergic efficacy; 


POTASSIUM IODIDE... for expectorant action—in a pleasant-tasting syrup base. 


SEARLE 


RESEARCH IN THE SERVICE OF MEDICINE 
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a statement on 


RIMIFON 


the new Roche antituberculous drug 


The studies published in the current issues of 
the American Review of Tuberculosis, Diseases of 
the Chest and the Sea View Bulletin indicate that 
Rimifon* (isonicotinic acid hydrazide) is a potent 


antituberculous agent. 


Numerous additional investigations are now 
under way to obtain further information as to op- 
timal dosage, duration of treatment and incidence 
and significance of side reactions. The medical pro- 
fession will be kept informed by means of letters and 


announcements in medical journals. 


At present, Rimifon is available for clinical 
investigation only but supplies for prescription and 


hospital use will be available in the near future. 


*Trade Mark 


HOFFMANN-LA ROCHE INC. 
Roche Park + Nutley 10+ New Jersey 
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©This handsome plaque, denoting membership in the 
Academy, is still available at the Headquarters 
Office. It is nine by eleven inches and made of simu- 
lated bronze. The price of $3 includes postage and 
embossing your name on the plaque. All orders must 
be accompanied by payment. Please print your name 
as you wish it to appear. 
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Specific Indications: DRUG SENSITIVITY REACTIONS fol- 
lowing the administration of penicillin, other antibiotics, 
sulfonamides, etc., are specific, practical indications for the 
use of Long-Acting ACTHAR Gel in Disposable Cartridge 
Syringes. In these cases, the patient demands immediate 
and prolonged relief from the intense symptoms. ACTHAR 
Gel Long-Acting is definitely superior to conventional meth- 
ods in terms of more rapid relief over greater periods of 
time with virtually no therapeutic failures. Low total dos- 
age, with few injections, is required. 

Supplied in a sterile 1 cc. B-D cartridge with B-D dis- 
posable cartridge syringe} in potencies of 20 I.U. per cc. 


and 40 I.U. per cc. 
+T. M. Reg. Becton, Dickinson & Co. 
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MEMO FROM 


THE MANAGING PUBLISHER 


GP is two years old with this issue. 

It was in April of 1950 that this fledgling in medical 
journalism first spread its wings. 

We can’t very well let such an occasion pass by, without 
expressing our gratitude to our readers for their enthusiastic 
acceptance of our magazine and to our advertisers for their 
continued confidence. 

We have worked like proverbial beavers to present our 
readers with the kind of material they really want and need. 
We know what they want because we have made careful 
surveys to find out. And their gracious letters tell us what 
kind of information they need. 

We have also tried to present it effectively and pleasantly. 
We have striven to print skillfully on good paper—some- 
times even with tender loving care—the handsome advertise- 
ment plates that are entrusted to us. 

Which brings us to the point about GP’s new printer— 
R. R. Donnelley & Sons Company of Chicago. Like any 
healthy two-year old, GP has doubled in size since the first 
issue was printed. It has outgrown its happy home in the fine 
Kansas City plant where it has been printed for the past two 
years. 

This issue is the first to be produced at the giant Lakeside 
Press in Chicago. This famous institution enjoys a reputation 
second to none in the entire graphic arts world. Though this 
great family of craftsmen prints everything—great national 
magazines, telephone directories, mail order catalogues, en- 
cyclopedias, school books, house organs, et cetera—thou- 
sands of jobs both great and small—it also has a competent 
and comfortable niche, we think, for such publications as 
ours. Our esteemed contemporary Surgery, Gynecology & 
Obstetrics has been printed here for more than a quarter of a 
century and the Donnelley men have always taken a special 
pride in it. 

The Donnelley example of persistent self-improvement 
will be good for us. They say their intention is to improve 
their methods and their systems, broaden their range, keep 
in the foremost line of scientific progress, and build them- 
selves to greater competency in serving the purposes of their 
customers always more effectively and profitably. 

GP’s intentions are very similar. 

Readers will note that while Bulmer monotype has sup- 
planted the linotype Fairfield as a body face, GP’s dress re- 
mains substantially the same. We may change this later, re- 
alizing that the taste of readers of magazines, like that of 
owners of automobiles, inclines to the new model rather than 
the old especially when it is also more functional and useful. 

We are also happy that from now on—and perhaps we 
should have said this sooner—the magazine should reach the 
reader more nearly on the first of the month. —M. F. C. 
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when psychic distress is the cause of overeating 


examyl’ relieves Psychic Distress. ‘Dexamy!'* 
supplies the antidepressant action of ‘Dexedrine’* Sulfate and 
the calming, euphoric effect of Amobarbital to relieve the 
psychic distress that causes overeating and overweight. 


examyl’ also curbs Excessive Appetite. ‘Dexamyl’ 
supplies the appetite-curbing effect of ‘Dexedrine’ Sulfate. 


examyl’ tablet contains ‘Dexedrine’ Sulfate (dextro-amphetamine 
sulfate, S.K.F.), 5 mg.; and Amobarbital (Lilly), % gr. (32 mg.). 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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Great Interest in 
Assembly Program 


Officers Introduced 
At Formal Banquet 


Delegates Consider 
Important Resolutions 
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the best arranged convention I have ever observed." This is 
how Mr. Louis B. Seltzer, editor of the Cleveland Press, 
opened his address before nearly 4,000 people who crowded 
into the mammoth auditorium on Atlantic City's Boardwalk 
last week for the opening of the Academy's fourth annual 
Assembly. Mr. Seltzer spoke as one of a panel on public 
relations for medicine which included Dr. John Cline, presi- 
dent of the AMA; Leonard E. Read, of the Foundation for 
Economic Education; Rollen Watterson, secretary of the Ala- 
meda (Calif.) County Medical Society; with Academy officer 
Dr. J. S. DeTar as moderator. 


When the final lecture was completed on March 27 and when 
the doors were closed on the extensive scientific and tech- 
nical exhibits, all agreed that the meeting had been a com- 
plete success. 


continuous throng of interested viewers. They saw technical 
exhibits from 187 firms in 250 attractive and educational 
booths. 


>» The newly elected President-elect, Dr. U. R. Bryner, was 
introduced to more than 1,000 guests at the annual banquet 
on Wednesday evening by President R. B. Robins. Dr. Lester 
D. Bibler, Indianapolis, was elected Vice-president by the 
Congress of Delegates at its dinner meeting on Tuesday 
night. To three-year terms on the Board of Directors the 
delegates elected Drs. Malcom Phelps, El Reno, Oklahoma; 
William J. Shaw, Fayette, Missouri; and Ivan C. Heron, San 
Francisco. Dr. J. S. DeTar was re-elected Speaker of the 
Congress of Delegates and Dr. Norman R. Booher was re-elec-— 
ted Vice-speaker. 


When this copy was wired from Atlantic City, the Board of 
Directors had not yet met to elect its Chairman and Treas- 
urer for the coming year. 


> In its two-day session preceding the Scientific Assembly, 
the Congress of Delegates acted on a large number of im— 
portant resolutions. The Congress gave President Sanders a 
rising vote of thanks in receiving his presidential address 
but later rejected four recommendations with which he closed 
his report. The chief one called upon the Congress to ap- 
point a committee to study the administration of the Acad- 
emy. The recommendation was laid squarely before the Con- 
gress of Delegates by the Reference Committee and the re- 
sultant vote was interpreted by most persons as a vote of 
confidence in the Board of Directors. 
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- pe mended for the remarkable efficiency which has produced here 

ae In the course of fourteen hours of lectures, twenty-nine 
a8 distinguished teachers spoke to packed audiences. Fifty- 

aa three scientific exhibits drew attention and praise from a 
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About Ladies’ Events 
And Award Winners 


Dr. John R. Fowler proudly reported to the Congress of 
Delegates that more than a hundred members j joined the 
"Century Club" during g the meeting and subscribed nearly 
$12,000 to bring the total building fund to $45,000. 


In adopting the report of the Committee on Insurance the 
delegates placed their approval upon the group health and 
accident insurance plan made available last year to Academy 
members and recommended that full support be given the 
program. 


By resolution the delegates went on record (unanimously) 
against the "practice of fee-splitting as defined in the 
Code of Ethics of the AMA." They also-- 


Voiced opposition to the rongenty proposal for free hos- 
pitalization to the aged. . 


Demanded that Congress "more clearly define those eligible 
for non-service connected hospitalization" in veterans 
hospitals . 


Referred to the standing Commission on Legislation and 
Public Policy a resolution pertaining to EMIC and rejected a 
proposal to seek inclusion of doctors in Social Security . 


Encouraged the formation of general practice societies 
among medical students and urged them to support the student 
AMA... 


Applauded Dr. Joseph Lindner and his Committee on Scien- 
tific Assembly for an outstanding program which drew to 
Atlantic City the nation's outstanding newspaper science 
editors . 


Authorized the Commission on Education to arrange for home 
study courses that would be approved for postgraduate train- 
ing requirements .. . and 


Adopted several minor amendments to the By-Laws. 


luncheon and fashion show so beautifully arranged e Mrs. 
Edwin Rosner, chairman of the Ladies' Entertainment Com— 
mittee, and her Vice-chairman, Mrs. Vincent Campana. The 
next day some of the ladies made a trip to Philadelphia for 
an historical tour of the city, while others enjoyed an 
authors' tea in the luxurious Haddon Hall. 


Dr. J. DeWitt Fox of Washington, D.C., and Dr. D. G. 
Miller, Jr. Morgantown, Kentucky, received the M & R Awards 
consisting of a thousand-dollar check and an engraved plaque 
for the outstanding scientific papers contributed by members 
to GP last year. The previous day, Chairman William Hilde- 
brand announced the names of five interns who will receive 
the Mead Johnson Scholarship Awards for general practice 
residency training this year. Also announced were the names 
of five senior students who will receive scholarships for 
training to begin next year. 


F 
4 
! 
ae 
ns. 
q 
: 
3 


TWO READY-TO-USE INFANT FEEDING 
FORMULAS NOTABLY HIGH 
IN PROTEIN CONTENT 


IN POWDER FORM 


LACTOGEN 


Supplying adequate amounts of the 
basic nutrients in desirable pro- 
portion, Lactogen is an all milk 
infant feeding formula in powder 
form. It consists of whole milk 
modified with milk fat and milk 
sugar, and fortified with iron. It 
yields a readily digested mixture 
with a protein content of two per 
cent, supplying 20 calories per 
ounce. 

Nothing but warm, previously 
boiled water is needed to prepare 
Lactogen. Either a single feeding 
or the entire day’s needs may be 
prepared at one time. 
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IN LIQUID FORM 


Dextrogen is economical to use, 
easy to prepare. This concentrated 
liquid formula is made from whole 
milk modified with dextrins, malt- 
ose, and dextrose, and fortified 
with iron. Dilution with previously 
boiled water is all that is required 
to prepare the formula. The Dex- 
trogen formula, yielding 20 calo- 
ries per ounce, is lower in fat 
content than human milk and 
higher in protein. It is, therefore, 
particularly useful when poor fat 
tolerance is manifested. 

No refrigeration is needed until 
the can is opened. 


THE NESTLE COMPANY, INC. 


COLORADO SPRINGS, COLORADO 
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breakdowsi of over 3,000 samples of human 
obtained from hundreds of “representative healthy” : 
-mothers,* showing mean fat values, as well as the fo tty te 


__maximum- minimum ranges, | 
Bull. ‘of the National” i = 
Research Council, Na 119, +44 as 


the fat content quid IMI L AC 


Qualitatively, the fat of Similac corresponds closely in physical ‘and prop: 
_ erties to the fat of mother’s milk. The high level of. unsaturated fatty acids, the 
uniformly smal! globule size and the increased‘ essential fatty acids approximate 

"those of breast milk. Thus Similac, like breast milk, affords easy digestion of fat, (| 

- + good fat retention, and encourages freedom from gastrointestinal-disord : 
from dermatologic complications due to low essential fatty acid 
and Liquid, 13 fi, oz. tins 


ee: Millet Siephann, 
Kinderheilk: 67:495, 1980. 

2. Salmi, T-: Ae 

1944. 
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Cardiology: George E. Burch, M.D., New Orleans, La.; C. E. 
de la Chapelle, M.D., New York, N. Y.; William H. 
Gordon, M.D., Lubbock, Tex.; William J. Kerr, M.D., 
San Francisco, Calif.; Louis B. Laplace, M.D., Philadel- 
phia, Pa.; Wallace M. Yater, M.D., Washington, D. C. 
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Donald M. Pillsbury, M.D., Philadelphia, Pa.; Richard L. 
Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: J. Burns Amberson, M.D., New York, 
N. Y.; Andrew L. Banyai, M.D., Milwaukee, Wis.; Alvan 
L. Barach, M.D., New York, N. Y.; J. Arthur Myers, 
M.D., Minneapolis, Minn.; Maurice S. Segal, M.D., 
Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; A. E. 
Rakoff, M.D., Philadelphia, Pa.; E. C. Reifenstein, Jr., 
M.D., Oklahoma City, Okla.; Willard O. Thompson, 
M.D., Chicago, Ill. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 
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Gastroenterology: T. Grier Miller, M.D., Philadelphia, Pa.; 
Martin E. Rehfuss, M.D., Philadelphia, Pa. 


General Medicine: Arthur L. Bloomfield, M.D., San Fran- 
cisco, Calif.; Goronwy O. Broun, M.D., Saint Louis, Mo.; 
Harold Jeghers, M.D., Washington, D.C.; William D. 
Paul, M.D., Iowa City, Iowa; Alison H. Price, M.D., 
Philadelphia, Pa.; Edward Weiss, M.D., Philadelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, M.D., 
Saint Louis, Mo.; L. Kraeer Ferguson, M.D., Philadelphia, 
Pa.; Willis D. Gatch, M.D., Indianapolis, Ind.; Harris B. 
Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, Ohio; 
Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Washington, D. C.; 
Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake City, 
Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; George T. 
Pack, M.D., New York, N. Y.; Dr. Edith H. Quimby, New 
York, N. Y.; I. Snapper, M.D., New York, N. Y. 


Neurological Surgery: Howard C. Naflziger, M.D., San Fran- 
cisco, Calif.; R. Glenn Spurling, M.D., Louisville, Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., Saint 
Louis, Mo.; J. P. Greenhill, M.D., Chicago, Ill.; Thad- 
deus L. Montgomery, M.D., Philadelphia, Pa.; Emil 
Novak, M.D., Baltimore, Md.; Ernest W. Page, M.D., San 
Francisco, Calif.; Richard W. Te Linde, M.D., Baltimore, 
Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 

Oral and Plastic Surgery: James Barrett Brown, M.D., Saint 
Louis, Mo.; Paul W. Greeley, M.D., Chicago, Ill.; V. H. 
Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, Ill. ; 
Ralph K. Ghormley, M.D., Rochester, Minn. 


(Continued on page 13) 
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specific response 
in GOUT and with COLCHICINE 


GOUTY ARTHRITIS Another Contral First 


@ The specific effect of colchicine in relieving pain of 


Each NEOCYLATE* with gout 
COLCHICINE Entab* contains: 
Sodium Salicylate . 0.25 Gm. (4 gr.) @ The specific effect of salicylate in augmenting urate 

0.25 Gm. (4 gr.) excretion 
Ascorbic Acid ..... 20.00 mg. (1/3 gr.) 
0.25 mg. (1/250 gr.) @ The specific effect of para-aminobenzoic acid in rais- 


ing the salicylate blood level 


@ The specific effect of ascorbic acid in preventing 
ee depletion of vitamin C blood levels by salicylate 


(@) THE CENTRAL PHARMACAL COMPANY seymour, INDIANA 


: Bottles of 200, 500, 
and 1000 Entabs. 


Products Born of Continuous Research 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; Katharine 
Dodd, M.D., Cincinnati, Ohio; Archibald L. Hoyne, 
M.D., Chicago, Ill. ; Irvine McQuarrie, M.D., Minneapolis, 
Minn.; James L. Wilson, M.D., Ann Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, M.D., 
Indianapolis, Ind.; Charles E. Dutchess, M.D., New York, 
N. Y. 


Physical Medicine and Rehabilitation: Frank H. Krusen, M.D., 
Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen Cattell, 
M.D., New York, N. Y.; J. H. Comroe, Jr., M.D., Phila- 
delphia, Pa.; Martin Fischer, M.D., Cincinnati, Ohio; 
Harry Gold, M.D., New York, N. Y.; John C. Krantz, 
Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. Beel- 
man, M.D., Washington, D. C.; John E. Gordon, M.D., 
Boston, Mass.; Edward G. McGavran, M.D., Chapel Hill, 
N. C.; Ernest L. Stebbins, M.D., Baltimore, Md.; D. E. 
Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., Phila- 
delphia, Pa.; Charles D. Aring, M.D., Cincinnati, Ohio; 
William C. Menninger, M.D., Topeka, Kan.; Herbert S. 
Ripley, M.D., Seattle, Wash.; Edward A. Strecker, M.D., 
Philadelphia, Pa.; Harold Wolff, M.D., New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; Ross 
Golden, M.D., New York, N. Y.; Leo G. Rigler, M.D., 
Minneapolis, Minn.; Paul C. Swenson, M.D., Philadel- 
phia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson Brown, 
M.D., Washington, D. C.; W. Paul Holbrook, M.D., 
Tucson, Ariz.; John H. Talbott, M.D., Buffalo, N. Y. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif. ; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New Orleans, 
La.; William A. Sodeman, M.D., New Orleans, La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., Cleve- 
land, Ohio; Hobart A. Reimann, M.D., Philadelphia, Pa. 


For the Failing Heart of Middle Life 


Prescribe 2 or 3 tablets of Theocalcin, t. i. d. After 
relief is obtained, continue with smaller doses to keep 
the patient comfortable. Theocalcin strengthens heart 
action, diminishes dyspnea and reduces edema. 


Brand of theobromine-calcium salicylate, 
Trade Mark reg. U. S. Pat. Off. 


Bilhuber-Knoll Corp. Orange, N. J. | 
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ON THE OTHER PAGES 
Laryngeal Papilloma 
Safe Delivery 
In Radiation Injury 


Diphtheria Abbreviated 


MARCH 15,1952 VOL. 1, NO. 25 
Measure For Measure 


y . - in, “in view of high urinary 
excretion rate following emll oral doses,” was selected for prophylactic 
treatment of 44 patients undergoing m jor gynecologic operations. Although 
dosage administered ms low (0.5 Gm./day for one day prior to operation and 
ix days postoperatively), incidence of postoperative ia ws “mrkedly” 
reduced, as commred with a control group. - Almost all positive preoperative 
cultures showed bacteria of intestinal origin on which, excluding B. proteus, 
“terramycin has a profound action." 


Seven patients with diagnosed antepartum cystitis and litis received terra- 
wycin, 0.5 to 1 Gm./day, to total dose of 4 Gm. Response wis “uniformly good, 
with complete relief of symptoms within 24 hours and absence of pyuria by the 
second and third days of therapy."- A patient with renal carbuncle, harboring 
@ strain of Staph. pyogenes resistant to penicillin, streptomycin, aureomycin 
and chloramphenicol, received each of these drucs withous adequate response. 
“With terramycin therapy the response was satisfactory.” 


¥ Of 24 chronic ulcerative colitis patients treated with chloran- 
phenicol, 67% showed either mrked or moderate improvement during the first 
month of therapy. This ws associated with inhibition of E, coli and strep- 
tococei in stool cultures. Clinical improvement continued, however, after 
reversal to original bacterial flora. Final evalmtion of therapy must take 
into accougt iesions, 1 effects and other 
variables.’ 


iecular of to cats, in amounts equi- 
walent to 175,000 units for a 70 Kg. mn, caused transient seizures. “Pro- 
dadly 100,000 unite of bacitracin could be given into the ventricle of an adult 
Patient without causing untoward effects, but_for the present a limit of 
50,000 units at any one tine is recommended.” 


Clinteally,> repeated intraventricular injections of 3,000 to 50,000 units of 
bacitracin, given to eight patients in the treatment of infections or for 
postoperative prophylaxis, have produced "no irritative symptoms.” Application 
of 10,000 to 50,000 unite of this antibiotic (in concentrations of 2,500 to 
10,000 unite/ec. norm saline) to 45 ptients, not only to an intact cortical 
surface but also to the cut surface after topectomy or lobectomy, failed to 
produce any signs o cerebral irritation. For infections involving the cen- 
tral nervous system, use“of bacitracin by ieular or 1 cl al 
routes “is to be recommended 


} With the issue of March 15, 1952, the 
ANTIBIOTICS NEWSLETTER began its second year 
of publication. Every two weeks the 
ANTIBIOTICS NEWSLETTER, prepared for physicians by 
the Medical Service Department, brings the doctor 
the latest information culled from more than 600 
domestic and foreign journals...plus news of antibiotic 


therapy and research reported at many medical meetings. 


: $ The Antipiotics NEWSLETTER is widely regarded by physicians as 
a ready reference to the latest information on clinical use of 
r antibiotic agents. Concisely and objectively edited, the newsletter provides 


the clinician with well-rounded reports on all antibiotics in current use. 


If you are not now receiving the ANTIBIOTICS NEWSLETTER regularly, 
simply address your request to us at the address below. 


MEDICAL SERVICE DEPARTMENT ¢ CHAS. PFIZER & CO., INC. 
Brooklyn 6, N.Y. 


LEDIVULICS TICWSICLLECr | 
Current developments in the field of antibiotic 
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The NEW 
PENICILLIN COMPOUND 


EFFECTIVE... 


produces higher blood levels than oral procaine penicillin 
or potassium penicillin preparations in equivalent dosage 


STABILITY ASSURED... 


for 18 months at ordinary room temperature (77°F .) 


PALATABLE... 


acceptable to children and adults, no penicillin taste or 
aftertaste, no bulky tablets to swallow. Patients adhere 
to schedule 


READY TO USE... 


no tedious preparation 


Note: The standard dose of Bicillin, 1 teaspoonful, supplies 300 mg. (300,000 units). 


ORAL SUSPENSION 


Benzethacil 
N,N’-dibenzylethylenediamine dipenicillin G 


Wijeth INCORPORATED, PHILADELPHIA 2, PA. Wyeth 


® 


*Trademark 


GP « Volume V, Number 4 


| 
| 
| 


Chis Month’s Authors 


Alfred W. Adson, M.D., 


who died a short time after his article was submitted for publication, was formerly professor of 
neurosurgery at the Mayo Foundation, Rochester, Minnesota. Until 1946, he was head of the 
Section of Neurologic Surgery and after this time, became a senior consultant. Dr. Adson re- 
ceived his medical degree from the University of Pennsylvania in 1914, and in 1917, became a 
member of the permanent staff. He was certified by the American Board of Psychiatry and 
Neurology, the American Board of Surgery, and the American Board of Neurological Surgery. 
Dr. Adson was a Fellow of the American College of Surgeons and a member of many other 
medical societies. 


Leonard F. Bush, M.D., 


is Chief of Orthopedic Service at the Geisinger Memorial Hospital and Foss Clinic, Danville, 
Pennsylvania. He received his medical degree from Washington University School of Medicine, 
St. Louis, Missouri, and served an internship and surgical residency at the Geisinger Memorial 
Hospital. From 1936 to 1942, he was assistant chief of the Surgical Service at this hospital. 
During World War II, he served four years with the Army and was discharged with the rank 
of lieutenant colonel. Dr. Bush was certified in orthopedic surgery in 1941 and is a Fellow of 
the American College of Surgeons. 


Hans Kraus, M.D., 


a graduate of the University of Vienna, has been associated with New York University-Bellevue 
Medical Center since 1949, and at this time is in charge of Therapeutic Exercises and the Low 
Back Clinic at the Institute for Physical Medicine and Rehabilitation at New York University. 
He is in charge of Fracture Rehabilitation at Bellevue Hospital Fracture Service. Author of 
the recently published book, Principles and Practice of Therapeutic Exercises, Dr. Kraus orig- 
inated the use of “surface anesthesia” in the treatment of painful motion. Treatment of low 
backache and arthritic injuries are two of his many interests. 


Paul A. Reed, M.D., 


is serving in the United States Army Medical Corps. His current station is Fort Jay, Governor’s 
Island, New York. Dr. Reed serves in the capacity of Chief of Surgical Service at the U.S. 
Army Hospital there. Born in Iowa City, Iowa in 1914, he was graduated in medicine from the 
University of Iowa in 1939. His further training was interrupted for four years during the past 
war when he was on duty with the Army Medical Corps from 1941 to 1945. Dr. Reed completed 
his training in surgery at Gallinger Municipal Hospital, Washington, D.C., and subsequently 
served there as Chief Medical Officer in Surgery from July 1, 1949, to September 1, 1951. 


Lowell D. Snorf, M.D., 


physician-in-chief at the Evanston Hospital, Evanston, Illinois, is professor of medicine at 
Northwestern University Medical School, Chicago, Illinois. A graduate of Rush Medical 
College, Dr. Snorf served internships at the Presbyterian Hospital and Washington Boulevard 
Hospital, both in Chicago. He was formerly associate professor of medicine at Northwestern. 
Dr. Snorf, whose major interest is gastroenterology, is a member of the American Gastro- 
Enterological Association, a Fellow of the American College of Physicians, and a member of 
the Board of Examiners of the subspecialty of gastroenterology in Internal Medicine. 
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No physical examination is complete 
without a sigmoidoscopy 


Increasingly, the general practitioner is recognizing that a 
complete physical examination should include a complete rectal 
examination, with sigmoidoscopy as its final step, in order to discover 
possible lesions or abnormalities occurring beyond the range of 
digital or anoscopic examination, such as adenomatous polyps, 
which may be precancerous. 


The technique of sigmoidoscopy necessary to give an unob- 
structed view of the sigmoid colon to the 10-inch (25 cm.) level is in 
no way beyond the capability of the general practitioner, especially 
when he uses properly shaped, distally illuminated sigmoidoscopes 
such as the Welch Allyn No. 308 or No. 309. 


These instruments are designed for utmost ease of use, yet 
meet every requirement of thorough examination and treatment. 
Abundant illumination is provided directly at the area under 
observation, with unobstructed view for diagnosis and treatment. 
The exterior of the speculum is calibrated in centimeters and its 
inner surface is optically designed to eliminate glare. The obturator 
tip is tapered and curved in an anatomically correct manner to 
facilitate passage through the sphincter muscle and by the prostate 
gland region. Current is furnished either by the standard Welch 
Allyn No. 700 battery handle or from regular lighting circuits 
through the Welch Allyn No. 744 Rheostat Transformer unit. 


WELCH 


Sigmoidoscopes 


No. 308, 21 mm. diameter, 25 cm. 
length, complete with inflating 
bulb, $30.00. No. 309 is same ex- 
cept 15 mm. diameter. 


Battery handle and cord not included. 


WELCH ALLYN, INC. AUBURN, N. Y.— 


Electrically Illuminated Diagnostic Instruments 
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A FRANK QUESTION 


on the treatment of urinary infections 


Do you consider side reactions from drug 
therapy an inevitable risk in the effective 
treatment of urinary infections? 


They’re not! Mandelamine*, a time-tested urinary antisep- 
tic, is virtually free from adverse reactions. It does not 
provoke cutaneous eruptions, nor foster moniliasis or tri- 
chomonal exacerbations . . . nor activate resistant bacteria, 
nor cause agranulocytosis. Nor is it likely to threaten 
hepatic or renal damage, or significantly disturb gastro- 
intestinal function. Its only reported contraindications are 
renal and hepatic insufficiency. 


Yet, Mandelamine is a reliable, broad-spectrum urinary 
antiseptic — effective in the treatment of pyelitis, cystitis, 
prostatitis, and other urinary infections. As authoritatively 
reported, “. . . the bacteriostatic and bactericidal action of 
methenamine mandelate [Mandelamine] indicate that its 
effectiveness is of approximately the same order as that of 
the sulfonamide drugs or of streptomycin.”! It is often 
effective even against organisms resistant to other drugs. 


1New and Non-Official R dies, 1951, Ameri Medical A 


NEPERA CHEMICAL CO., INC., YONKERS 2,N. Y. 
Pharmaceutical Manufacturers 


MANDELAMINE 


(BRAND OF METHENAMINE MANDELATE) 


Available: In bottles of 120, 500, 
and 1000 enteric-coated tablets. 


*Manvetamine is the registered trademark of Nepera Chemical Co. for its brand of 
methenamine mandelate. 


GP « April, 1952 


| 
. 
— 
teat 
wemistay 
WANDELAMINE 
SE 
=> 
; 
19 


‘Hew antibiietic ointment 
for skin infections. 


Polycin combats both wef 


and gram-negative organisms. Its 
action over a wide antibacterial 
spectrum is enhanced by its unique 
Fuzene base. 

This original combination of car- 
bowax diesters and petrolatum al- 
lows maximal diffusion of Polycin’s 
bacitracin and polymyxin content. 


The caine. . both notable for 
a low incidence of sensitization and 
for demonstrated effectiveness in 
skin infections ... are brought into 
intimate contact with organisms in 
the lesion. 

Polycin is supplied in 15 Gm. 
tubes. Clinical samples and literature 
are available on request. 


PITMAN-MOORE COMPANY 


Division of Allied Laboratories, Inc. 


Indianapolis 6, Indiana 


a TRADE MARKS 
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Yours Cruly... 


With Ginger Ale 
Dear Sir: 

Your editorial, “Cation Exchange Resins,” on page 31 of 
the December issue is an enlightening and useful piece of 
information—as is true of all of the articles which appear 
in GP. A careful reading of it, however, we believe definitely 
leaves the impression that cation exchange resins all liberate 
ammonium ions in the system. We should like to point out 
that this is not a fact. At least one cation exchange resin, 
Natrinil, does not contain ammonium ions. 

Natrinil is 80 per cent in the hydrogen cycle, 20 per cent 
in the potassium cycle. Because of this fact, it is far less likely 
to cause either of the two potentially dangerous states to 
which you refer. 

1. Natrinil does pay back into the system approximately 
as much potassium as it may be expected later to withdraw 
from the system. 

2. Since none of Natrinil is in the ammonium cycle, there 
is no added burden thrown upon the liver and no danger of 
high ammonium blood levels, even though renal impairment 
is present. 

We also feel that in the manufacture of Natrinil we have 
succeeded in reducing the particle size to such a degree that 
it is perhaps the most palatable of all the cation exchange 
resins available. By separate cover we are sending you a com- 
plimentary supply of Natrinil. We hope that you will have 
the curiosity to try it. We believe you will find it most pal- 
atable when administered in a pale dry ginger ale. 

H. Osporne WALTON 

Director Professional Service 
The National Drug Company 
Philadelphia, Pa. 


We Know How He Feels 


Dear Mr. Cahal: 

I read GP with interest because 1) it is a good book, and 
2) I try to cover medical thinking as part of my job. 

Your February issue, while flattering to us because of the 
many references to medical education, is very unflattering to 
us because it has no reference to Medical Education. 

For example, see pages 27 and 33. Both refer to the Journal 
of the Association of American Medical Colleges, and you 
aren’t consistent in style even here! And what’s worse, the 
name of our Journal was changed in March of °51 to the 
Journal of Medical Education—both of these references are 
to our November °51 Journal (p. 33 is in error as to year). 
Take a look at our cover: the emphasis is clear. 
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LETTERS FROM OUR READERS 


I hope you’ll print a correction. There isn’t any chance 

that we'll put GP out of business, but as your credit now 

stands, anyone would have a hard time even finding us! 
Best regards and good wishes; I hope to get down to 

Kansas City to see you one of these days. 

Journal of Medical Education Witiam SWANBERG 

Chicago, Illinois Managing Editor 


We'll gladly apologize to Mr. Swanberg in person provided he 
heeps his promise to pay us a visit in Kansas City. We know how 
he feels, especially after he addressed the above to “General 
Practitioner” when our real name is GP—PuBLisHER. 


...And Mr. Swanberg Replies 


Dear Mr. Cahal: 

Touche and well done. The main difference is that you 
published; we wrote! 

You’re doing a fine job with GP; thanks for your co- 
operation. SWANBERG 


“Coolie Wages” 


Dear Sir: 

I would like to know why the pay of interns aad residents 
has remained at such a low level for so many years. 

I think that after a fellow spends 20 years going to school 
at a cost of approximately $20,000 to become a doctor, he 
should be entitled to some return financially during his in- 
tern and residency training. 

I think it is absurd to continue to let hospitals hire interns 
and residents for $10-$20 per month. On $10 per month 
you average about 33c per day or about 4c per hour for 8 
hours. When you work 24 hours straight, which is not un- 
usual, you would be making 1c per hour. Would you want 
to work for these wages? 

I realize that internships and residencies are training 
periods which enable us to practice better medicine and be- 
come better doctors. But let’s face the facts. The plumbers, 
carpenters, electricians, etc., are able to earn money while 
training and have approximately one-third of the education 
the doctors do. | wonder if any hospital in the country would 
try to hire a plumber or carpenter on the same pay as interns 
or residents. Yet these hospitals have the nerve to pay such 
extremely small salaries to interns and residents who are 
supposedly highly responsible, educated, and skilled men. 
Does this make sense? 


(Continued on page 23) 
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This is the time of year when poison ivy (and poison oak) is turning green—the prelude 


to summer misery for millions. And this is the time of year to protect your patients from 
rhus dermatitis with a prophylactic course of treatment with Ivyo.®. Prophylactic 
dose: contents of one vial of Ivyot intramuscularly each week for four weeks. Supplied 
in packages of one 0.5-cc. and four 0.5-cc. vials. Sharp & Dohme, Philadelphia 1, Pa. 
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(Continued from page 21) 

In the past, men who have gone to medical school have had 
financial backing from families that could afford it. They 
could do very well with little or no compensation from the 
hospitals because they could always get that check from 
home. I don’t think such is the case today. 

A large number of students have attended medical school 
on the G.I. Bill of Rights which covered all expenses. It was 
through this program that men were afforded an opportunity 
which they might not have had otherwise because of the 
prohibitive cost. More grants, fellowships, and scholarships 
are being made today to enable ambitious and deserving men 
to enter the profession. Many of them will have much to 
contribute to medicine, but their training as interns or 
residents will be restricted unless a minimum pay scale for 
young physicians is established on which a man can nor- 
mally exist. 

Most people between 25-30 years want to marry, maintain 
their own homes, and be independent of monthly checks 
from their parents, or loans from a bank or relatives. Many 
times this is not possible, or is made possible only by severe 
personal sacrifice and hardship. 

The old adage “‘Health is Wealth” is just as true today as 
ever. Doctors are doing a wonderful job for the sick. When 
interns or residents become sick, they get the best medical 
attention. If they have trouble with their teeth that is another 
question. We realize the varied effects of diseased teeth on 
the body, but for $10 or $20 how much dental attention do 
you think you could receive? Very little at most. Dentists 
give little or no reduction in price, regardless of one’s train- 
ing status. 

When the time comes that interns and residents ‘don’t 
earn enough to cover such an important item, I think it’s 
an indication to raise their pay. 

What is the effect of these low wages? I think it is building 
up a strong resentment in the minds of young physicians. 
This alone is going to encourage these doctors, when they 
enter practice, to charge as high fees as possible. This one 
thing is going to do more to promote socialized medicine 
than any other single factor. 

In fairness to interns and residents, the doctors of the 
future, there should be a change from these “coolie wages of 
the Orient” to wages that are compatible with the living 
standards of today in the United States. Considering the 
amount of time, money, hard work, and study involved in 
becoming a doctor, I believe that each intern and resident 
should be paid at least $200 per month for his services. In 
proportion to the amount of service rendered this amount 
wouldn’t be a drop in the bucket. 

I would like for you to publish this letter in your magazine 
so we can get opinions on this matter. 

Ricuarp L, Hanserry, Jr., M.D. 
7909 St. Charles Ave. 
New Orleans, Louisiana 


Five lucky interns will each receive a cash award of $1,000 
for a year’s residency in general practice this year. This, plus 
the regular stipend paid by the hospital, will give each of them 
an annual income of from $1,600 to $4,000. Names of the 
five winners selected by the Mead Johnson Scholarship Award 
Committee to begin residencies next July were announced during 
the Academy’s Assembly in Atlantic City last month. Reader 
Hanberry’s complaint concerning the low stipend may be justi- 

(Continued on page 25) 
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Each VERATRITE tabule contains: 

Whole-nowdered veratrum viride. . 40 
Sodium Nitrite... grain 
Phenobarbital ....... gram 

Sinus Reflex 


SUPPLIED: Bottles of 109, 500, 1000 tabuie 


IRWIN, NEISLER & COMPAN 
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Pretreatment After 3 days’ treatment 


Corton instilled topically every /% hour during the day and every two hours at night. 


Topical Therapy Proves Effective, 


Convenient, and Economical 


In a recent study,' CorTONE applied topically, afforded best results in the 
treatment of lesions of the anterior segment where the response, at times, 
was phenomenal. The authors recommended that CORTONE be administered 
locally, when feasible, because of the simplicity of the method, lack of 
irritation, and absence of undesirable physiological side effects. Other 
workers? noted, “Local therapy . . . reduces the cost to the individual 
patient...” 


1. Scheie, H. G., Tyner, G. S., Buesseler, J. A., and Alfano, J. E.,J.A.M. A. Arch. Ophth. 45:301, March 1951. 


2. Leopold, I. H., Purnell, J. E., Cannon, E. J., Steinmetz, C. G., and McDonald, P. R., Am. J. Ophth. 
34:361, March 1951. 


Literature on request 


MERCK & CoO., Inc. 


ACETATE : RAHWAY, NEW JERSEY 
(CORTISONE Acetate Merck) . In Canada: MERCK & CO. Limited—Montreal 
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(Continued from page 23) 
fied, but his figures are not. Many hospitals pay as much as 
$300 per month for residents in general practice. The average 
sum paid by all such hospitals is over $100 per month.— 


PUBLISHER. 


Assembly Outlines Will Be Published 


Dear Sir: 

I would like to express my sincere appreciation for the 
admirable job which you did in organizing and publishing 
the proceedings of the Academy’s meeting in San Francisco, 
California, last spring. 

The delay in receiving the copy of these proceedings was 
more than compensated for by the quality of the reporting 
and the usefulness of this reference source. This is an im- 
portant advance in the method of handling national meeting 
presentations and should by all means be continued, it 
seems to me. 

I am not sure whether I will be free to attend the 1952 
meeting, but would like to reserve ahead of time a copy of 
the proceedings if the same technique is to be employed. 

With best wishes for your continued high level of service 
to the cause of the general practitioner in the field of medicine, 
I remain, 
University of Kansas 
Lawrence, Kansas 


M. Erik Wricut, M.D. 
Director of Clinical Services 


We were happy to assure appreciative Dr. Wright that we 
will again publish—under the new title of ‘‘Abstracts”—a 
complete digest review of all Assembly lectures and scientific 
exhibits. For those who attended the meeting, prepublication 
order forms were available at Convention Hall in Atlantic 
City.—PuBLISHER. 


Our Slip Is Showing 


Dear Mr. Cahal: 

Everywhere I go in these 48 states, I hear words of praise 
for GP. You are to be congratulated most heartily for the 
wonderful job you are doing in making your publication so 
inviting to read, and then backing up your reading invitation 
with valuable material. 

Personally, I have found great interest in your “‘Secretary’s 
Newsletter.” As you probably have heard many times by 
now, apparently a typographical error placed Senator Taft’s 
estimate of the annual cost of a federal medical system at 
$20 million,” instead of the correct estimate of ‘$20 billion” 
(GP, February, 1952). However, I am sure that you appre- 
ciate no great harm can come from the printing error, inas- 
much as everyone knows that the Socialists wouldn’t think of 
proposing any scheme which would cost only “mere 
millions.” 


Harry E. NorTHamM 
Executive Secretary 


Association of American 
Physicians and Surgeons 
Chicago, Illinois 


Happily there are still a few Americans who know the differ- 
ence between a million and a billion dollars. Our friend Mr. 
Northam was one of many who caught our slip of a mere 
$19,980,000,000.—PvuBLISHER. 
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CONTROL THAT COUGH 
WITH DELICIOUS, AROMATIC 
SEDATOLE © —CONTAINS 

Y% GRAIN OF CODEINE 
PER FLUIDOUNCE. 


For rectal enemas... 


nonirritating 


THE ALKALOL COMPANY 


Taunton 2, Massachusetts 
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“Anxiety states in the older age groups... 


appeared to respond well to small doses of the sedative... 
“Because of its mild and relatively prolonged action, 
butabarbital sodium proved particularly useful in the 


field of daytime sedation and ‘delayed’ hypnosis.”! 


UT i BA TAL a NEIL 4 
“Intermediate Sedative’ 


Where a gentle type of sedation without mental confusion or “fogginess” is desired—to carry the 
patient through days free of hyperexcitability and tension—Butisol Sodium can be depended upon to 
provide just the degree of sedation you wish to prescribe. 


“The mild relatively prolonged action of the drug makes it suitable for management of many functional 
disorders and for the treatment of the nervous tension and anxiety associated with certain organic 
diseases, such as hyperthyroidism, peptic ulcer, hypertension, spastic colon and ulcerative colitis.””! 


Butisol is not contraindicated in the presence of renal disease.2 


Available in a wide variety of dosage forms—adjustable to keep each individual’s 
requirements under your control: 


Elixir Butisol Sodium, 0.2 Gm. (3 gr.) per 30 cc. (fl. oz.), green. 


Zz 1. Dripps, R.D.: Selective Utiliza- 
Tablets, 15 mg. (14 gr.), lavender. den at 
Tablets, 139: 148-150 . 15) 1949. 
DOSAGE FORMS... mg Os gr.), green 
ts, . Cou harma hem- 
- mg. (%4 istry: New and Nonofficial Rem- 
© Tablets, 0.1 Gm. (14% gr.), pink. edies, 1950, Philadelphia, J.B. 


GL Capsules, 0.1 Gm. (114 gr.), lavender. Lippincott Co., 1950, p. 395. 
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ELIXIR 
BUTISOL® SODIUM 
McNEIL 


Its bright, green color and 
refreshing flavor appeal to all; 
excellent prescription vehicle. 


Clinical samples on request. 
COUNCIL ON 
PHARMACY 
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C EIL LABORATORIES, INC., 32, pa. 
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(VITAMIN-MINERAL SUPPLEMENTS, LILLY) 


provides all essential vitamins 


and those trace elements Your prescription for one tablet “Mi-Cebrin’ daily 


, assures the following intake: 
believed to be Thiamine Mononitrate 10 mg. 
indispensable — Riboflavin mg. 
Pyridoxine Hydrochloride 2 mg. 
for normal, healthy existence, Pantothenic Acid (as Calcium 
Pantothenate) 10 mg. 
continued vigor, Nicotinamide 30mg. 
Vitamin Bie (Activit uivalent) meg. 
efficiency. Folic Acid ine 0.1 tg 
i Ascorbic Acid (as Sedium 
Ascorbate) 100 mg. 
Vitamin A 10,000 U.S.P. or International units 


Vitamin 1,000 U.S.P. or International units 


> and also furnishes (approximate amounts) : 


_~ (as Ferrous Sulfate) 15 mg. 
Copper (as the Sulfate) mg. 
ia a Iodine (as Potassium Iodide) 0.15 mg. 
Cobalt (as the Sulfate) 0.1 mg. 
Ne” Boron (as Boric Acid) 0.1 mg. 
Pi Manganese (as the 

Magnesium (as the Oxide) 5 mg. 

Molybdenum (as Ammonium 
Kr Molybdate) 0.2 mg. 
Potassium (as the Chloride) 5 mg. 
Zinc (as the Chloride) 1.5 mg. 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


GP ¢ Volume V, Number 4 


~ 
» 
7 
i 
am 


Editorials 


Birthday Greetings 
Apri has a special meaning to GP; it is our birth- 
day. We’re two years old now, and quite healthy. 
We don’t fall down so often when we try to walk, 
and we’re growing so fast that it’s hard to keep us in 
clothes. We are proud of the way we have grown, we 
are pleased with our prospects for the future. But we 
are not so pleased nor so proud that we have become 
complacent or have lost a decent sense of humility. 

Old Doctor Littletree always liked to tell stories 
about his experiences in general practice. One of his 
favorites concerned a time when he had just started 
practice in what was then a very rural part of Vir- 
ginia. He had come to the area fresh from medical 
school and preceptorship. He felt good about his 
abilities ; he was pretty sure that he had been taught 
everything worth knowing about the therapy in 
those days. 

One afternoon he was fetched cross country by a 
young farmer who needed help because his wife was 
sick. On the ride, the young man explained to the 
doctor that the wife’s trouble was a gathering in her 
breast, apparently related in some way to the fact 
that she was new to the business of suckling an in- 
fant—this being her first. 

When the doctor entered the farm kitchen, he 
found the young mother fully clothed but looking a 
little peaked. There was also a grim looking woman 
he took to be the girl’s mother. Grandmother had 
little to say; she just kept her rocking-chair swing- 
ing while she looked her displeasure and disapprov- 
al of the doctor’s visit. 

Doctor Littletree, with his best chair-side man- 
ner, suggested that the sick woman go with him into 
a bedroom where he could properly examine her 
breasts, but nobody else thought much of the idea. 
By this time the doctor was beginning to feel more 
than a little ill at ease. Anyhow he set about loosen- 
ing the patient’s bodice, and afterward remembered 
that the air in the room was somewhat heavy. When 
he had the clothing loose enough, he slipped his 
hand under a bulky dressing that covered the ailing 
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breast, and then, suddenly, three things happened. 

He ran his hand into a soft, mushy, stinking mess, 
his stomach went way down and bounced too far 
back for comfort, and he almost shouted, ‘Good 
Lord! What’s that?” 

The grandmother, without missing a stroke with 
her rocker, looked scornful and spoke to the ceiling. 
*Humph,” she said, “I told you he wouldn’t know 
anything. He don’t even know a cow-manure poul- 
tice when he sees one.” 

Now old Doctor Littletree’s special reason for 
telling this story was to show that a physician always 
has something to learn. ‘A doctor’s got to be hum- 
ble about his learning,” he used to say, “And 
there’s nothing like running your hand into a barn- 
yard poultice to keep a man humble.” 

We believe that Doctor Littletree’s homely lesson 
in humility applies to all of us—no less to those of 
us in medical journalism than to those of us in medi- 
cal practice. Therefore, on this, our birthday anni- 
versary, here is our birthday wish—may we always 
keep our sense of humility. Happy birthday to us! 


A Diagnostic File in General Practice 


ALTHOUGH the customary book review appears in 
**The Practitioner’s Bookshelf,” we believe the new 
edition of “Standard Nomenclature of Diseases and 
Operations” deserves some comment in this edi- 
torial section. If we were to write the usual kind of 
review, we might expect that a good many of our 
readers would miss a really good thing. Because this 
is a book which can be used with satisfaction by al- 
most every physician. 

Therefore, instead of describing revisions, style, 
format, content, and the other features usually in- 
cluded in a book review, let’s just discuss the advan- 
tages of this book to the individual physician. 

The “Nomenclature” can best be described as an 
enormous classification of diseases, operations, and 
symptoms. Each item in the classification is given a 
code number, which in most instances has two parts 
connected by a hyphen. The first part of the number 
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defines the location of the disease; the second part 
is an etiologic listing. For example, a diagnosis of 
rheumatic fever is coded as 010-932.” In this case, 
010” stands for “body as a whole,” and “932” 
designates rheumatic fever. 

The details of systematic arrangement of the code 
need no comment here; they are readily grasped by 
anyone who reads the preface of the book before he 
tries to use it. However, it should be clearly under- 
stood that the book is a kind of glorified subject 
index. 

This brings us to the point of discussion—the 
utility of the “Nomenclature” for the individual 
physician. For him, it is a relatively fool-proof “‘ac- 
counting” method. It provides a ready-made tech- 
nique for indexing two important groups of mate- 
rial: (1) the diagnoses made on patients outside the 
hospital, and (2) the scientific articles for which a 
system of reference is desired. The objection might 
be raised that this “ready-made technique” is su- 
perfluous—that any physician can devise a workable 
subject index. Probably he can, but he will expend 
tremendous effort in doing it. 

There are undoubtedly many good physicians 
who are content to read their current medical jour- 
nals and then put them on the shelf. However, those 
who like to keep a library index will find that the 
coding of topics is a big help, principally because 
they are never at a loss to decide where to file a topic. 
The code number designates the location in the fil- 
ing system. 

The idea of keeping a diagnostic file on patients 
seen outside the hospital has occurred to many phy- 
sicians, but it is very rarely put into use. We believe 
this is a result of the inherent difficulty of building a 
diagnostic index—a difficulty which is readily over- 
come when a physician lets the Nomenclature” do 
the work for him or for his secretary. 

As we see it, there are two principal advantages to 
the building of a diagnostic index in general prac- 
tice. One, the physician is stimulated always to make 
a written record of his diagnosis in each case, because 
he knows that this record is indispensable to the in- 
dex. Without such incentive, he may fall into the 
“easy” habit of making only a mental note of his im- 
pressions of cases in which diagnosis is difficult. 
There should be little question about which is the 
better method. 

The second advantage of maintaining the diag- 
nostic file is even more important. The file can be a 
means for focusing attention on experiences which 
otherwise would remain hidden. We refer to what is 
undoubtedly the largest part of the practice of medi- 


cine—that which is done outside of hospitals. It is 
high time that more interest should be shown in 
bringing out the facts and figures of this experience, 
and we believe the general practitioner is the man 


for this job. 


Dangers of Terramycin Therapy 


Ir 1s always disturbing to the physician’s peace of 
mind when his treatment cures a patient of one dis- 
ease but may be the cause of another. A serious ex- 
ample is found in the experience reported by Jack- 
son and his associates, in the treatment of pneumo- 
nias with terramycin (Ann. Int. Med., 35:1175, 
1951). We refer to cases in which there were super- 
infections with hemolytic, coagulase-positive strains 
of Staphylococcus aureus. 

Altogether, ninety-one patients with pneumonias 
were treated with terramycin. Although various dos- 
age schedules were employed, the most common one 
consisted of a single starting dose of 1 Gm. followed 
by 0.5 Gm. orally every four hours. The duration of 
treatment ranged from four to ten days. 

Generally speaking, the drug was effective in con- 
trolling the pneumonias, and the results were quite 
similar to those obtained in a previous study when 
aureomycin was used. However, there were super- 
imposed staphylococcic infections of the lungs in 
four patients, of the intestine in nine other patients. 
There were four instances in which the superinfec- 
tions with Staphylococcus aureus were responsible 
for, or at least contributed largely to, a fatal out- 
come. 

The authors of the report were not completely 
sure of the significance of these untoward complica- 
tions. They had previously observed a trend toward 
an increase in the incidence of “resistant” staphylo- 
coccic infections at their hospital. The complica- 
tions in the pneumonia patients might therefore 
have been simply a continuation of this trend, unre- 
lated to the fact that terramycin was being used. On 
the other hand, it is possible that the terramycin 
favored the growth of staphylococci. Incidentally, 
the authors wondered if staphylococcic enteritis 
might not be the true explanation for some of the 
diarrheas reported to follow terramycin therapy, 
and ascribed to other causes, including moniliasis. 
They pointed out that methods usually employed 
for stool cultures in cases of diarrhea would not per- 
mit growth of staphylococci. 

Until we have more information on the subject, it 
would seem to be safest to assume that the use of 
terramycin occasionally may have serious disad- 
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vantages. This attitude should make us more discri- 
minating in our administration of the drug. In view 
of other experiences with antibiotic therapy, it is not 
surprising to learn about another way in which one 
of these drugs may indeed be a two-edged sword. 


Causes of Upper G-! Bleeding 


SEVERAL factors account for variations in experience 
regarding the etiology of severe bleeding from the 
upper part of the gastrointestinal tract. For exam- 
ple, the type of practice appears to have an impor- 
tant influence, when causes are being analyzed. In 
private practice, about 80 per cent of the hemor- 
rhage cases represent peptic ulcer, and only 5 or 6 
per cent represent ruptured esophageal varices. On 
the other hand, experience in large city or county 
hospitals reveals a much higher incidence of bleed- 
ing from the esophagus (30 per cent or more), ap- 
parently due to the greater prevalence of cirrhosis of 
the liver in patients entering such institutions. Also, 
we must assume that there are differences in criteria 
for diagnosis. Otherwise it is difficult to account for 
the fact that there is a much higher frequency of 
“cause unknown” in some reports on the etiology of 
upper G-I bleeding than in others. 

In this month’s article of the ‘Practical Thera- 
peutics” series, Dr. Lowell D. Snorf rightly empha- 
sizes that, in a great majority of cases, the immediate 
treatment of severe bleeding from the upper G-I 
tract is not influenced by etiologic considerations. 
However, the minority, represented principally by 
cases of hemorrhage from esophageal varices, often 
require special forms of treatment. Bleeding from 
this source is usually harder to stop. It may be nec- 
essary to employ tamponade and Gelfoam, as de- 
scribed by Snorf, or rarely to effect a reduction of 
portal venous pressure by means of an emergency 
surgical procedure such as ligation of the hepatic 
artery, as advocated by Rienhoff. In addition, pa- 
tients with cirrhosis are likely to have hypopro- 
thrombinemia or thrombocytopenia or both—fac- 
tors which greatly aggravate the bleeding tendency 
and consequently worsen the prognosis unless they 
can be corrected. Therefore, although we need not 
be immediately concerned with making a precise 
etiologic diagnosis in most cases of bleeding from 
the upper G-I tract, hemorrhage from esophageal 
varices is an exception. 

Diagnosis of this cause for bleeding may be sus- 
pected when there are obvious stigmas of hepatic in- 
sufficiency or portal hypertension or both. Thus, 
history of alcoholism, jaundice, palmar erythema, 
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spider nevi, hepatomegaly, splenomegaly, ascites, 
and prominent veins on the abdomen are important 
clues. 

In the absence of such findings (or sometimes in 
their presence) special tests are necessary. The sim- 
plest, reliable one is the BSP test. Zamcheck and his 
co-workers at the Boston City Hospital have shown 
that continued high retention of bromsulfalein in 
cases of severe upper G-I hemorrhage usually signi- 
fies cirrhosis, and is therefore suggestive of gastric 
or esophageal varicosities. A more direct method is 
by use of an esophagoscope. Using this instrument, 
a skilled endoscopist can usually decide instantly 
whether or not hemorrhage is originating from the 
esophagus. At the same time, he can sometimes help 
control the bleeding by topical application of Gel- 
foam and thrombin. Finally, a modified barium x-ray 
study of the upper part of the gastrointestinal tract, 
performed by an experienced roentgenologist, may 
be the means for localizing the source of hemorrhage 
in doubtful cases. 


Primary Tuberculosis in Children 

Ir sHouLD be recognized that clinically detectable 
primary tuberculosis in children is potentially seri- 
ous. Between 1930 and 1940, 622 consecutive cases 
of primary pulmonary tuberculosis were studied by 
Dr. Edith Lincoln in the Children’s Chest Clinic at 
Bellevue Hospital. Twenty-four per cent died as a 
result of complications of this first infection. Sixty 
per cent of the deaths were due to meningitis, 10 per 
cent resulted from miliary tuberculosis without men- 
ingitis, while 25 per cent of the deaths occurred as a 
result of protracted hematogenous tuberculosis or of 
locally progressive primary tuberculosis with cavita- 
tion and bronchogenic spread. 

The prognosis was influenced by the age of the 
child at the time of the development of primary tu- 
berculosis, for the mortality rate was more than 50 
per cent for infants who were less than six months 
old when first diagnosed. Another facter in prog- 
nosis was the age of the tuberculous process, be- 
cause approximately 90 per cent of the deaths oc- 
curred within a year of the established diagnosis, 
with 60 per cent of the deaths within three months. 
The extent of the primary complex also influenced 
prognosis; the mortality rate was twice as high in 
children with the largest lesions as in children with 
small primary foci. 

Dr. Lincoln and her associates have followed the 
survivors of primary tuberculosis at least until the 
age of 25 years. Her observations reveal the develop- 
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ment of chronic reinfection tuberculosis in 8 per 
cent of the survivors, at intervals of one to fourteen 
years after the first infection. Recurrence was most 
common in the group 8 to 12 years old, and was 
more than twice as frequent in females as in males. 

These studies indicate the importance of careful 
observation of the child with primary tuberculosis, 
especially during the first year when complications 
are most likely to occur. They also demonstrate the 
value of follow-up, even after this first year, because 
chronic pulmonary tuberculosis may develop at any 
time but especially during adolescence. These stud- 
ies further point up the indications for specific treat- 
ment of childhood tuberculosis with streptomycin 
and adjunctive drugs. Specific therapy should be 
used for meningitis, acute generalized miliary tuber- 
culosis, protracted forms of hematogenous tubercu- 
losis, locally progressive primary tuberculosis with 
cavitation and bronchogenic spread, and reinfection 
pulmonary tuberculosis that is moderately or far 
advanced. 


Plasma Expanders 


Tue chronic shortage of transfusion blood and in- 
creasing evidence of its value in the treatment of 
shock make the current efforts to find a satisfactory 
blood substitute extremely significant. Unfortunate- 
ly there is no complete substitute for blood in shock 
therapy. If a sufficient volume of circulating blood 
can be maintained for a few hours, however, enough 
time may be allowed for the body to replace the lost 
plasma and cells. For this purpose agents. known as 
plasma expanders are under investigation. These 
substances, though entirely inert, are composed of 
large molecules to exert the most effective possible 
osmotic pressure and, as pointed out by Hartman, 
should also satisfy the following criteria: (1) The 
normal number and function of the formed elements 
of the blood should be maintained. (2) Sludging of 
the blood, with predisposition to thrombosis and 
embolism, should be minimized. (3) Rapid accumu- 
lation in organs or tissues, sufficient to interfere 
with function, should be avoided. (4) Prolonged re- 
tention in vital tissues or organs contraindicates 
their use. (5) They should be metabolized, at least 
partially, in the body (Arch. Surg., 63:728, 1951). 
Also they must produce a minimum of reaction 
when injected into the blood stream. 

Plasma expanders now under study are gelatin 
(molecular weight about 150,000), Dextran (300,- 
000), pectin (250,000), and polyvinylpyrrolidone. 
These are mean molecular weights since the size of 


individual molecules shows great variation. Further- 
more the molecules are not only large but have long, 
rod-shaped or chain-like configurations giving 
lengths many times their diameter, to resemble fi- 
brinogen rather than the spheroid albumin or globu- 
lin outline. To reduce their large size and change 
their different configuration to more resemble albu- 
min or globulin, it is necessary to degrade or poly- 
merize the compounds. This can be accomplished 
by heat, but variations in molecular size persist, only 
the average size comparing with the 50,000 to 
80,000 molecular size of most plasma proteins. 

Hartman has demonstrated that all of the above 
substances are eliminated from the body relatively 
rapidly if of proper molecular size. All are taken up 
by the reticuloendothelial cells, the endothelium of 
blood vessels, and the parenchymal cells of liver and 
kidney. For this reason he recommends that the 
total dosage in a 24-hour period be limited, and 
when one substance tends to embarass a single or- 
gan, such as gelatin does the kidney, alternation 
with Dextran or pectin should be attempted. As far 
as acute tissue changes are concerned, Hartman 
suggests that these agents are satisfactory for emer- 
gency use in the following order: gelatin, Dextran, 
pectin, and polyvinylpyrrolidone. 

In experiments on adult rabbits, Bollman, Knut- 
son, and Lundy found that after hemorrhage the 
erythrocyte volume does not increase appreciably 
within twenty-four hours, but that 50 to 60 per cent 
of the plasma volume lost is replaced within three 
hours (Arch. Surg., 63:718, 1951). When saline is 
used to replace the blood lost, about 70 per cent of 
the saline injected has diffused from the plasma 
within fifteen minutes, but within six hours more 
than 80 per cent of the plasma volume lost by bleed- 
ing is restored. When Dextran, with a molecular 
weight of 120,000 is used for replacement, the blood 
volume increases to its original amount and main- 
tains a correspondingly increased plasma level for 
twenty-four hours. 

The effects produced upon blood volume are pro- 
portional to the concentration of expander sub- 
stance used, and more fluid is retained in the blood 
stream when an equal amount of saline is given with 
the expanding substance. Although the increase in 
plasma volume is due to the osmotic effect of the 
macromolecular substance, some sustained action 
appears to be due to changes produced in extravas- 
cular fluids. 

Bloom has investigated the effects of Dextran 
upon various organs, to detect any harmful effects 
which might result from its use (Arch. Surg., 63: 
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739, 1951). Except for a fall in the hematocrit as a 
result of hemodilution, and temporary rise in the sed- 
imentation rate after Dextran infusion, no hemato- 
logic effects were noted. The specific gravity of the 
urine is increased by Dextran, but renal function is 
not altered, as evidenced by the nonprotein nitrogen 
levels, PSP tests and creatinine clearances. Cardiac 
output is increased 20 per cent by 500 cc. of Dex- 
tran, due to an increase in stroke volume. Venous 
pressure is also increased, but there are no changes 
in electrocardiographic tracings. 

After the injection of 500 cc. of 6 per cent Dex- 
tran, a mean plasma level of 726 mg. per 100 cc. is 
reached. After ninety-six hours the level falls to 88 
mg. Most of the urine Dextran excretion occurs dur- 
ing the first forty-eight hours and accounts for 42 
per cent of the injected material. 

Plasma expanders have been used clinically at the 
Mayo Clinic to prevent and treat hypotension fol- 
lowing sympathectomy for high blood pressure. 
Craig, Gray, and Lundy have demonstrated that 
with their use, the immediate postoperative decrease 
in blood pressure is much less and not so incapaci- 
tating (Arch. Surg., 63: 742, 1951). The interval be- 
tween stages and the total length of hospitalization 
are reduced. Dextran, polyvinylpyrrolidone, and 
gelatin have all proved useful. They recommend 
treatment of shock with plasma expander, plus the 
use of blood, as “balanced supportive therapy.” 

These studies indicate that these agents, except 
for minor temporary changes, are not harmful when 
properly administered and should prove valuable as 
plasma volume expanders which, although not re- 
placing blood, will extend its usefulness in preven- 
tion and treatment of shock. 


Anemias Need Specific Therapy 


OnE of the most deplorable tendencies arising in 
recent years has been the shotgun therapy of 
anemias. We can blame some of this on the promo- 
tion methods of the pharmaceutical houses through 
their advertising departments and detail men and 
thereby ease our consciences. However the real 
guilt lies right on us. 

Arguments for this type of hit-or-miss therapy 
are partly based on animal experimentation which 
has not been shown to apply to man, and in part on 
the attitude that some of the ingredients of these 
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mixtures may be beneficial while the remainder will 
do no harm. These irrational mixtures with clever- 
sounding and impressive names contain iron, cop- 
per, manganese, and other metals, as well as various 
liver and gastric fractions, along with all the vita- 
mins known to man. The detail men present and 
recommend these mixtures with imposing lists of 
references (which we uncritically don’t look up). 
If we did we would find that they often have only 
the most remote relations to the mixture in hand; 
and those that do have a direct reference are most 
often entirely uncritical, usually uncontrolled, and 
frequently published in one of the “throw-away 
journals” whose chief function seems to be to ad- 
vertise these complex and irrational mixtures and 
to publish uncritical articles extolling their virtues. 
Often these mixtures are used without adequate 
blood examination in the hope of finding some- 
thing that will “build the patient up,” or “make 
them feel less fatigued.” 

This is poor medicine for two very good reasons. 
First, it fails to make an accurate diagnosis. Second, 
if the patient did need one of the ingredients in the 
mixture, they are present in inadequate amounts to 
be of the most effective value. The result is a waste 
of time and money for the patient and discredit to 
the physician. 

In the great majority of anemias brilliantly suc- 
cessful treatment is possible. To achieve success an 
accurate and positive diagnosis should always be 
made before the use of therapeutic agents has been 
made to obscure the clinical picture. Accurate 
diagnosis demands a thorough study of the patient 
and the blood picture. The treatment of the anemias 
demands specific therapy. Within recent months we 
have seen patients who have been treated inefli- 
ciently, inadequately, and incorrectly. We have 
even seen people treated for anemia whose blood 
was normal at the time and whose fatigue and other 
symptoms were based on entirely unrelated prob- 
lems. 

General practitioners write most of the pre- 
scriptions in this country. It is therefore up to us 
and particularly to Academy members, leaders of 
the profession, to see that the prescriptions we 
write are not for these blind “shotgun” complex 
and irrational mixtures. 

Let’s be critical, accurate, and right in our 
therapy of the anemias. 
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Third degree burns demonstrat- 
ing massive area from which ex- 
udation of fluid, protein, and elec- 
trolytes occurs. 


Contracture resulting from 
spontaneous healing of third 
degree burns. 


BY PAUL A. REED, M.D. 


Fort Jay, Governor’s Island, New York 


The main systemic effects of severe burns—shock, dehydration, and protein loss—must be treated as 
diligently as the wound itself. The basic principles of local treatment include use of 
aseptic techniques, antibacterial agents, adequate splinting, and skin grafting. A patient, understanding 


attitude on the part of the physician is vitally important. 


Burns are graded according to their severity. First 
degree burns consist of erythema, in which dilata- 
tion of arterioles and capillaries has occurred. The 
addition of vesiculation characterizes second de- 
gree burns (Figure 1). In third degree burns, the 
entire depth of the skin is destroyed. Subcutaneous 
tissue, muscle, tendon, bone, nerve, and major ar- 
teries and veins may also be destroyed (Figures 2 
and 3). Healing of third degree burns can occur 
only by granulation and scarring, and finally by the 
ingrowth of epithelium from the surrounding skin. 

This scar epithelium contains no hair follicles, 
sebaceous glands, or sweat glands. It is difficult to 
determine the depth of third degree burns immedi- 
ately after their occurrence. In fact, it is sometimes 
difficult to distinguish a severe second degree burn 
from a third degree burn (Figure 4). The pin-prick 
test is said to be of value; third degree burns with 
complete destruction of all layers will be devoid of 
sensory nerve fibers, whereas second degree burns 
will not lack sensation. Third degree burns may be 
waxy in appearance, leathery, or black and charred. 

The extent of a burn is most important in treat- 
ment and prognosis. The Berkow scale for estimat- 


Figure 1. Severe second degree burns of back due to scalding 
water, illustrating marked vesiculation. 
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ing the surface area of burns is the one most com- 
monly used. 
BERKOW SCALE 


Head and Neck . 


Trunk 


b. Posterior. . 


Upper Extremities 


Lower Extremities 


Figure 2. Third degree burn of scalp showing destruction of = 
all tissue of scalp exposing cranial bones. Note suture lines. 37.9 


The blood flow in the immediate vicinity of a 
burn is augmented. The capillaries become more 
permeable, and a protein-rich, plasma-like filtrate 
exudes into the interstitial tissue. The volume of 
fluid and protein that leaves the blood vessels in this 
way is difficult to estimate accurately. This fluid in 
the interstitial spaces has little coagulability, so that 
there is free interchange of diffusible substances. In- 
jected drugs readily reach the wound, and drugs 
placed on the wound surface are absorbed into the 
blood stream. As long as the skin surface is intact, 
even though it may be blistered, it provides a bar- 
rier to invading bacteria. For this reason the vesicles 
should not be ruptured in dressing. In deep second 
degree burns and in third degree burns, the dead 
tissue must slough away—a process requiring con- 
siderable time unless aided by the physician. 


Figure 3. Third degree burn, left hand. 
Note bone and tendon destruction. 


Systemic Changes Following Burns 


Figure 4. Severe second degree burn, right hand. Demonstrates 


: . Even first degree burns may produce a systemi 
difficulty in distinguishing second from third degree burns. y P 


effect. Vomiting, fever, and chills sometimes follow 
extensive sunburn, and tracheobronchitis and pneu- 

; *_ monitis may be secondary to smoke and gas irrita- 
tion of the tracheobronchial tree. 

Generally, severe systemic effects are seen only 
after extensive second degree burns or after third 
degree burns. There is often a short period of pri- 
mary shock which is probably of neurogenic origin 
and which is usually of little importance. Much more 
important in severe burns are the great losses of 
blood plasma and extracellular fluid, either ex- 
ternally from oozing surfaces or by rapid expansion 
of the extracellular fluid compartment in the im- 
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mediate neighborhood of the traumatized tissue. 
This process results in the so-called secondary or 
burn shock. The plasma volume is markedly re- 
duced, and the blood viscosity is increased. Cardiac 
output is lessened, and circulation to all parts of the 
organism is diminished. Renal blood flow may be so 
reduced that the kidney cells never recover; even 
though the renal circulation is later restored, 
uremia and death result. Hemolysis, hemoglobi- 
nuria, and albuminuria are often observed during 
the first few days after a burn, due to red cell and 
tissue destruction. If the blood volume is kept ade- 
quate to maintain kidney blood flow during this pe- 
riod, hemolysis and albuminuria clear up without 
permanent damage to the kidney. Interference with 
synthesis of glycogen and deamination of protein 
by the liver are other effects of the hypoxemia re- 
sulting from inadequate circulation. Friesen, in 
carefully controlled animal experiments, showed 
that hemoconcentration with resultant circulatory 
stasis is the only important factor in predisposing 
to acute gastroduodenal (Curling’s) ulcer. Friesen 
further found that such ulcers could be prevented 
by avoidance of hemoconcentration following burns. 

Although hemoconcentration is more evident, 
one should not lose sight of the fact that severe 
anemia develops very rapidly after a burn. Salzburg 
and Evans, using radioactive phosphorus to “tag” 
red cells and thus accurately measure their volume, 
showed both clinically and experimentally that 
there was a considerable loss of the circulating red 
blood cell .mass as early as six hours after an ex- 
tensive burn. They concluded that whole blood 
should be used in the early postburn period to re- 
place the red cell loss. Child and Holswade also 
emphasize the severe anemia developing within the 
first twenty-four hours, and recommend administra- 
tion of whole blood, together with large amounts of 
water and electrolytes. 

Infection is another almost inevitable result of 
the destruction of the skin barrier by burns. Shock 
and anemia favor the proliferation of various patho- 
genic organisms, including, anaerobic streptoccci, 
Clostridium perfringens, and Clostridium tetani. In- 
fection causes fever and lessens appetite; increased 
tissue catabolism and lowered food intake result. In- 
fection is probably the only source of toxemia in 
burns. Adrenal cortical activity is increased in an 
attempt by the individual to meet the stress. Excre- 
tion of 17-ketosteroids is increased. This adrenal 
response may be insufficient in some cases, and addi- 
tional stimulation of the adrenal cortex, or therapy 
with adrenal cortical secretion may be indicated. 
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Figure 5. Split thickness graft—three days after graft. 


Figure 6. Split thickness graft—eleven days after graft. 


‘ 

Rear: 


Treatment of burns may be divided into emer- 
gency treatment, local and systemic; and subse- 
quent treatment, local and systemic. The question 
as to whether to treat the systemic or local effects 
first is unnecessarily controversial. Allowing shock 
to progress while cleaning the wound and applying 
bandages is illogical, but at the same time, local 
therapy is definitely part of the antishock treatment, 
and contamination increases almost in direct pro- 
portion to the delay in starting local treatment. 
Usually, both can be and are carried out simul- 
taneously, although any unnecessary manipulation 
is contraindicated. 


Emergency Local Treatment 


Emergency local treatment of burns is carried out 
under sterile, aseptic surgical conditions, first mak- 
ing an estimate of the extent and depth of the burn, 
using Berkow’s scale. Intact vesicles are not broken, 
and only gross and easily removed foreign body con- 
taminants are removed. Extensive débridement and 
energetic scrubbing are not carried out. The wound 
surfaces are thoroughly flushed with saline or dis- 
tilled water, or gently washed with white soap and 
water and soft sponges. Meleney showed that ex- 
tensive washing does not reduce the incidence of 
infection in burns. None of the widely-promoted 
commercial ointments has been demonstrated to 
have any specific outstanding effect, and some may 
be irritative. If one remembers the fundamental 
pathology of third degree burns, it is obvious that 
no chemical will heal these burns without scarring. 
McDowell places impregnated, fine-mesh gauze in 
immediate contact with the burn surface, using 
bland antiseptic ointments such as 4 per cent zero- 
form, 5 per cent scarlet red, 4 per cent boric acid, 
or 1:2000 Merthiolate. He believes less maceration 
occurs than with plain petrolatum. Tannic acid and 
other eschar methods of coating burns are obsolete. 
In fact, tannic acid locally traps infected material, 
and on absorption is probably hepatotoxic. 

The use of rayon, or nylon, or a fine (44-mesh or 
finer) petrolatum-impregnated gauze on the burned 
surface is recommended. Larger mesh allows granu- 
lations to penetrate the mesh, causing excessive 
pain and bleeding when the dressing is changed, 
and therefore should not be used. Over the rayon, a 
few thicknesses of gauze sponges are placed, and 
over these a large amount of fluffed-up gauze 
sponges or mechanic’s waste. Over this, compres- 
sion is applied by means of ace bandages. This not 
only tends to minimize the ooze from the burn sur- 


face, but has an excellent splinting effect, effectively 
resting the injured part. No pressure bandages are 
placed on the face and neck, only a single thickness 
of fine-mesh petrolatum gauze. Fingers should be 
individualized in bandaging. 

If possible, general anesthesia is not used in the 
cleansing and dressing. Intravenous morphine sul- 
fate is sometimes adequate (10 to 15 mg.). The mor- 
phine is given intravenously rather than subcu- 
taneously in order to prevent a sudden cumulative 
action. Because of the poor peripheral circulation, 
subcutaneous injections may not be absorbed, and 
hence produce little immediate effect. Repeated 
injections might be given to remedy this situation, 
and with improvement of circulation, the accumu- 
lated morphine might be suddenly absorbed, caus- 
ing severe morphine poisoning. If general anesthesia 
is necessary, irritants to the respiratory tract—for 
example ether—should be avoided when there has 
been any inhalation of irritating fumes and smoke. 

Artusio says that cyclopropane is the best general 
anesthetic. In severe burns the early use of oxygen 
by mask or nasal catheter is advisable, particularly 
because it minimizes the restlessness and appre- 
hension that are sometimes wrongly attributed to 
pain, but which are largely due to anoxia secondary 
to circulatory failure. A mixture of 20 per cent oxy- 
gen and 80 per cent helium decreases the respira- 
tory effort when the respiratory mucous membranes 
are edematous. Intravenous thiopental sodium is 
quite useful for general anesthesia. Only small 
amounts are necessary when intravenous morphine 
has previously been given. 

Tracheotomy should also be considered as part 
of the treatment for severe irritation of the respira- 
tory tract due te fume and smoke inhalation. 
Tracheotomy is done not only for respiratory ob- 
struction, which might be secondary to swelling of 
the epiglottis or larynx, but more often for the more 
common situation in which tracheobronchial se- 
cretions are increased to the point of drowning the 
patient. The tracheotomy provides an easily accessi- 
ble, constantly open tract for aspiration of the 
tracheobronchial tree with a catheter attached to a 
suction apparatus. Both sides of the tracheobronchial 
tree may then be aspirated frequently by nursing 
personnel after a minimum of instruction. 


Emergency Treatment of Systemic Effects 


The local treatment of burns already described is 
an essential part of the systemic treatment in that 
it tends to minimize contamination and further loss 
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of plasma and electrolytes. The splinting effect of 
the dressing puts the injured part at rest. Second- 
ary, or burn shock is a severe threat to life during 
the first forty-eight hours after a burn. Prevention 
is truly worth a pound of cure in this instance. 

As soon as possible after a patient comes under 
observation, it is desirable to obtain certain labora- 
tory studies, including hematocrit, hemoglobin, red 
cell count, carbon dioxide combining power, blood 
urea nitrogen, serum chloride, total protein, and 
albumin-globulin ratio. It is important to get these 
determinations in order to have a baseline to work 
from in guiding future therapy. The patient should 
be weighed, a retention catheter should be placed 
within the bladder, and hourly blood pressure read- 
ings should be taken during the first twenty-four 
hours, or as long and as frequently as indicated. 
Serum sodium and potassium determinations are 
also helpful, though in many circumstances it will 
not be possible to get these values. 

McDowell says that ihe object of therapy in actual 
or potential burn shock is to keep the blood pressure 
up to 100, to keep the hemoglobin and pulse down 
to 100, and to maintain urinary output. In a general 
way, this is a concise statement of what we try to 
accomplish. Whole blood is the ideal replacement 
fluid, along with water and electrolytes. Many for- 
mulas for the administration of these materials are 
in vogue. The plan of Cope and Moore is popular at 
present, and remembering the necessity for red 
blood cells as well as plasma in the treatment of 
burn shock, this formula is a reliable guide. Experi- 
ence has shown that a little less blood and electro- 
lyte solution than they employ is usually sufficient. 

Their formula is based on the extent of the area of 
body surface burned; for each per cent of the body 
surface burned, 75 cc. of blood and 75 cc. of elec- 
trolyte solution should be given during the first 
twenty-four hours of treatment. This is done to keep 
pace with the expansion of the interstitial fluid com- 
partment and with external wound seepage. Normal 
or obligatory fluid demands also have to be met. 
The electrolyte solutions can be sixth-molar sodium 
lactate and normal saline solution, usually in about 
equal quantities. Applying this formula to a patient 
who has 40 per cent of his body surface severely 
burned, the following calculation shows the amount 
of blood and electrolyte solution that would be given 
during the first twenty-four hours. 


75 cc. electrolyte X40....... 
(sixth-molar sodium lactate and sodium chloride solutions) 
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Figure 7. Split thickness graft— seventeen days after graft. 


(1,000-2,000 cc. insensible loss due to respiration and sweating; 
1,500 cc. of urine) 


Total: Twenty-four hours 8,500-9,500 cc. 


It is possible for all this replacement material to 
be given by mouth except the blood. However, in 
the severely burned patient, nausea and vomiting 
are often so severe as to prevent his taking any large 
quantities by mouth. It is often advisable to install 
a Foley retention catheter in the bladder immedi- 
ately, so as to measure accurately urinary output, 
which reflects the adequacy of treatment. An out- 
put of 50 to 75 cc. of urine an hour is adequate dur- 
ing the first forty-eight hours following a severe 
burn. If urinary output falls off or ceases, the so- 
called “water test,” as described by Child and 
Holswade, is tried, to see whether the oliguria is due 
to a true lower nephron syndrome or is only a re- 
flection of inadequate treatment. 

This test consists of the rapid intravenous admin- 
istration of 1,000 cc. 5 per cent glucose in distilled 
water. If there is a good response in the form of an 
increased urinary output, one may assume that 
kidney function is satisfactory. If, on the other 
hand, there is no response, further administration 
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of water should be limited to the estimated insen- 
sible fluid loss (1,500 cc. daily) until the kidneys 
begin to function again. This is an extremely critical 
situation, and ten days or more may pass before 
good kidney function returns. Preferably little or no 
salt is given, only water and carbohydrates, paren- 
terally or by mouth, as is fitting in the individual 
case. The carbon dioxide combining power is a 
relatively accurate gauge of acid-base balance, and 
should be done daily. If acidosis develops, sixth- 
molar sodium lactate solution is given parenterally, 
or sodium bicarbonate solution by mouth. 

If therapy has been adequate, after about forty- 
eight hours water and electrolytes begin to re-enter 
the vascular compartment. This is particularly true 
if blood volume and osmotic pressure have been 
maintained by adequate use of whole blood trans- 
fusions. This re-entry of fluid may so increase the 
blood volume that cardiac failure and pulmonary 
edema ensue. Therefore, the physician should be 
wary of this complication, particularly after the first 
thirty-six hours. If the urinary output approaches 
200 cc. an hour, fluid and electrolyte administration 
should be stopped until the urinary output is re- 
duced to 100 cc. an hour. Then the program for 
fluids should be revised so that the urinary output 
stays around 100 cc. an hour. During the first forty- 
eight hours, when the patient is most critically ill, 
hematocrit determinations should be done every 
two hours, or more frequently if indicated. If the 
hematocrit is over 60, plasma as well as whole 
blood should be administered, since it is apparent 
that proportionately more plasma has been lost. 

Penicillin therapy is begun immediately, usually 
in doses of 300,000 to 600,000 units of aqueous 
penicillin every 12 hours. Streptomycin—0.5 Gm. 
every 6 hours—may also be started immediately, but 
is discontinued after the fourth day to avoid eighth 
nerve damage. Sulfadiazine is not used because of 
the possibility of kidney complications. Wright, 
Metzger, Tamerin, and Garnes begin aureomycin, 
500 milligrams every 12 hours, immediately upon 
admission and continue it indefinitely. They believe 
its broad antibacterial spectrum is an advantage. 
They mention no toxic effects. Probably this drug 
should give results just as satisfactory as the com- 
bined use of streptomycin and penicillin. It is also 
imperative to give tetanus antitoxin, or a tetanus 
toxoid “booster” if the patient has had prior im- 
munization, and a prophylactic dose of polyvalent 
gas-gangrene antitoxin. Suitable skin and conjunc- 
tival tests for serum sensitivity should be carried 
out before the antitoxin injections. It is believed 


that 1,500 units of tetanus antitoxin does not af- 
ford adequate prophylaxis; 6,000 units should be 
given routinely. During the past five years, two pa- 
tients have died of tetanus at Gallinger Municipal 
Hospital while convalescing from severe burns. 
Neither patient had received tetanus antitoxin, one 
because of an oversight, the other as a result of a 
misunderstanding when the patient was transferred 
from another hospital. Although both patients were 
receiving large doses of antibiotics, they developed 
the disease, showing that antibiotics alone are not 
effective in preventing tetanus. 

The use of ACTH in the emergency treatment of 
severe burns has not been completely investigated. 
Whitelaw has reported the course of one patient 
who had burns involving more than 70 per cent of 
his surface area. He was treated successfully almost 
exclusively with ACTH. Treatment was begun dur- 
ing the second twenty-four hours following the 
burn, and apparently would have been begun at 
once if the drug had been immediately available. 
Whitelaw believes that the alarm reaction and gen- 
eral adaptation syndrome are not capable of coping 
with an overwhelming thermal insult, and that ad- 
ditional stimulus of the adrenal cortex is needed. 
The recovery of his patient is all the more remark- 
able in view of the report by Bull and Squires that 
there is little chance of survival when more than 
60 per cent of the body surface is burned. However, 
more recent clinical and experimental work 
indicates that some of the effects of ACTH and 
Cortisone in burn treatment are not entirely 
beneficial, so they should be used with caution. 


Subsequent Local Treatment 


The objective of all burn treatment is to cover raw 
areas with skin. Attempts at “‘building-up” patients 
with massive raw areas are usually futile (page 34). 
The sooner the wound is closed, the less the infec- 
tion, malnutrition, anemia, scarring, and hospitali- 
zation. Certain small areas of third degree burn, 
properly located anatomically, for instance on the 
arm or thigh, can be covered with skin grafts after 
excising the destroyed tissue. Ordinarily, however, 
the depth and extent of a large burn are not clearly 
delineated at first, and it is not possible to tell 
whether all the burned and dying tissue is being 
removed, Grafts placed on a bed of devitalized tissue 
will not take, and such grafts are lost. Bleeding is 
profuse when surgical excision is practiced early, 
and the patient can ill afford further blood loss. 

All full-thickness burns, if let alone, heal by 
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slough, granulation, and scarring. The spontaneous 
sloughing of dead tissue takes a minimum of three 
weeks and often much longer. Therefore, as soon as 
a slough is demarcated, it should be removed. This 
can usually be done without extensive blood loss or 
danger and without excessive removal of normal 
tissue, within two weeks, although this time esti- 
mate may vary considerably either way. After the 
surgical removal of a slough, the area is usually 
treated with saline compresses for a few days, and 
then the surface is ready for grafting. Conner and 
Harvey report better slough removal with the appli- 
cation of starch paste, containing enough pyruvic 
acid to give the mixture a pH of 1.9. This tech- 
nique has the advantage over surgery of not causing 
blood loss, but has the disadvantages of not being 
effective short of eight days and of being uncom- 
fortable. Lam believes the results with pyruvic acid 
are no better than with saline compresses or with 
plain starch paste. 

Connell and Rousselot have reported their re- 
sults in the use of streptokinase and streptodornase 
in the débridement of burn and wound sloughs. 
These enzymes are used in a menstruum of Lubafax 
(a water-soluble base) in concentrations of 20,000 
units per cc. for streptokinase and 7,000 to 10,000 
units per cc. for streptodornase. Cross-hatching of 
the slough is necessary to allow the enzymes to pen- 
etrate the deep slough; and the light, bloody ooze 
resulting from the incisions provides the serum nec- 
essary for enzyme activity. Fine-mesh gauze, impreg- 
nated with petrolatum jelly, is applied to act as a 
mechanical barrier to prevent diffusion of the active 
materials. Connell and Rousselot begin this treat- 
ment on the fourth or fifth day after the burn—a 
time when the fluid balance and blood picture are 
usually stabilized. They report that a slough treated 
in this way can be removed without trauma or pain 
in four to six days. Saline soaks, though much slow- 
er, will also accomplish much in softening a slough 
and hastening its removal. 

It should be repeated that all dressings of burns 
are carried out under aseptic, operating-room con- 
ditions. Ordinarily the original dressing is changed 
five days to one week after application, at which 
time an estimate is made of the probable extent of 
the slough. Rather rarely, all the slough can be re- 
moved surgically at this time, and grafting carried 
out. General anesthesia is almost invariably neces- 
sary during redressing. When the slough is left in 
place, soaks are started and the second change of 
dressings is made about five days later. Many pa- 
tients again need general anesthesia, although a few 
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at this time can be redressed, utilizing only intra- 
venous morphine for analgesia. At the time of the 
second redressing, it is sometimes possible to re- 
move all the slough and to apply a skin graft. More 
frequently, however, an additional one or two dress- 
ings and débridements, about five days apart, with 
soaking in the meantime, are necessary to remove 
all dead tissue. Following this, comes a period of 
soaking for three or four days as a final preparation 
for skin grafting. It is good practice to soak the gran- 
ulating surface for the last day with normal saline 
solution containing 500,000 units of penicillin per 
500 cc. of saline solution. This procedure seems to 
increase the percentage of takes. At many hospitals, 
Pseudomonas aeruginosa infection is almost impossi- 
ble to prevent, regardless of meticulous care in 
dressing. The green, slimy appearance of the gran- 
ulating wound is characteristic. All the newer anti- 
biotic and chemotherapeutic agents have received a 
limited trial in an attempt to prevent and treat this 
troublesome infection, without consistent success. 
One per cent acetic acid soaks are most effective. 

There comes a time when continued application 
of dressings to the burned surface increases macera- 
tion, retards healing, and perpetuates infection. At 
this time the so-called open treatment of burns, 
currently popular, can definitely be used to ad- 
vantage. Exposure to air at this point causes im- 
provement, and the painful effect of redressing is 
obviated. The compressive, sealing, splinting ef- 
fects, still thought to be best in the earlier stages, 
are no longer advantageous. The granulating sur- 
face crusts over and is, by this time, apparently 
more resistant to air-borne infection and _ less 
sensitive to painful stimuli. 


Skin Grafts 


Since the local treatment of a serious burn is a 
long process, sometimes continuing for weeks or 
even months, with frequent redressing and regraft- 
ing, the utmost skill, gentleness, and patience are 
required of the physician. The suggestion of Den- 
man, advising the use of an orthopedic table while 
grafting and dressing burns, is an excellent one. By 
utilizing this table, a greater area of the patient is 
exposed and less manipulation of the patient is nec- 
essary. Not only does this afford greater convenience 
to the physician, but it lessens the patient’s pain 
and thus reduces the need for anesthesia, or even 
makes it unnecessary. 

Just as it is useless to attempt to apply grafts to 
infected granulation tissue, it is also futile to apply 
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Figure 8. The Brown Electrodermatome. 


a graft to piled up granulation tissue. The exuberant 
granulations should be scraped down to the level of 
the surrounding skin with a knife just before the 
graft is applied. This often entails considerable 
blood loss, and of course, requires general anesthe- 
sia. Blood for transfusion should be on hand in cases 
where large areas must be scraped. Severe anemia 
or hypoproteinemia will also prevent successful 
grafting, so that these must be corrected by the 
administration of blood, plasma, or serum albumin, 
and by diet, supplementary vitamins, and iron prior 
to the grafting. 

Lack of unburned skin for grafting, or the poor 
condition of the patient may preclude the use of 
autogenous grafts; homografts may then be substi- 
tuted. These grafts, removed from other individuals, 
usually do not take, disintegrating after a few weeks, 
but they do stop the constant loss of serum, and 
they help control infection in the meantime. 

The split-thickness graft is the one most common- 
ly used. The thighs, the back, and the front of the 
chest are the best donor sites. Generally speaking, 
the thinner the graft, the more likely it is to take. 
They are effective in the vast majority of situations, 
and should be tried first to close the granulating 
wound in practically all situations. If done early, 
only occasionally will regrafting with full-thickness 
or other type of graft be necessary. The usual split- 
thickness graft is only 0.015 inch thick. The graft 
may be taken in various ways, all of which are more 
or less satisfactory. Grafts taken free-hand with the 
knife or otherwise can be given a backing to prevent 
curling by gluing their outer surfaces to cellophane 
with skin cement. Sheets of skin are the ideal skin 
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graft, and they are usually perforated several times 
for drainage and sewed to the skin surrounding the 
burned area with number 3-0 or 4-0 silk sutures 
(Figures 5, 6, and 7). Rayon, nylon, or strips of 
fine-mesh gauze are placed over the graft, and a firm 
pressure dressing is applied as for an original burn 
dressing. The grafted part must be immobilized. 
The lower extremities should be slightly elevated to 
avoid edema, which would prevent a successful 
graft. 

The graft should be left undisturbed for the next 
five days except where infection is manifested by 
fever and odor, in which case the dressings are 
changed earlier. At the first dressing, half of the 
sutures are removed, the remainder being removed 
in the next two or three days. Fine-mesh gauze, ray- 
on, or nylon are kept adjacent to the graft, and 
rather bulky pressure dressings are continued for 
the first two redressings, for their splinting and pro- 
tective effect. Soaks are used for infection, and oral 
or parenteral antibiotics are continued. Where large 
areas must be covered and the donor area is small, 
sheets of skin can be cut up into postage stamp size 
and applied, or Thiersch grafts can be used. Epi- 
thelium growing out from these patches of skin 
will eventually cover all of the granulating surface. 
However, the cosmetic effect is poor, and all the 
granulating surface is not covered at one time, al- 
lowing continued protein and electrolyte loss and 
infection. This type of graft should be avoided over 
flexion areas because of the contractures which al- 
most always result. Ace bandages should be used 
over the grafted areas on the lower extremities for 
several months to prevent edema following the graft, 
and lubrication of the graft skin with grease, prefer- 
ably lanolin, should be continued indefinitely. 

The donor area should be dressed initially with 
fine-mesh gauze or rayon, and the dressing left un- 
disturbed for ten to fourteen days, at which time, if 
the graft was not too deeply cut and infection has not 
occurred, the donor site is usually healed. Where 
healing has been allowed to occur spontaneously, 
and on the face and neck and over flexor surfaces, 
some contracture may have already occurred in 
spite of relatively early grafting. These areas will 
sometimes have to be regrafted at a later date (See 
frontispiece illustration, page 34, bottom). 

A variety of satisfactory means of taking grafts 
are available. Many experienced surgeons cut their 
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grafts free-hand with a skin grafting knife or razor. 
A certain amount of experience is necessary to 
avoid cutting too deeply with this method. In 1939, 
Padgett developed a mechanical device for the ex- 
cision of large areas of skin of controlled thickness. 
Since then various other similar instruments have 
been perfected. A recent one is the Brown electro- 
dermatome (Figure 8). Caswell, Rosemond, and 
Burnett state with regard to its use in the removal 
of skin for grafting that, ‘“The technique of removal 
is outstanding in its simplicity and can be readily 
mastered without previous experience.” The Brown 
electrodermatome is a motor-driven instrument with 
an oscillating blade for the removal of skin. It has 
the appearance of a large hair-clipper and requires 
about the same mechanical skill to operate. No ad- 
hesive material is necessary. The skin of the donor 
site is covered with a light coating of mineral oil 
when the graft is removed. A disadvantage is that 
the width of the skin taken for the graft is limited 
to three inches. 


Subsequent Systemic Treatment 


After the initial dramatic effort to save the pa- 
tient’s life, there follows a long, undramatic period 
during which the patient’s morale is sorely tried 
and the physician’s patience and energy are very 
likely to flag. Avitaminosis, hypoproteinemia, ane- 


mia, and cachexia are likely to develop. Because of 
infection and pain, the patient’s appetite is usually 
poor, and poor intake is certainly responsible in 


great part for the negative nitrogen balance so com- 
monly seen during convalescence from burns. Pa- 
tients with extensive burns seldom take enough food 
by mouth to avoid the necessity for parenteral ad- 
ministration of proteins, vitamins, electrolytes, and 
calories. Whitelaw, and Adams et al. point out the 
great improvement which results from the use of 
ACTH during this phase of the injury. In patients 
treated with this drug, fever was decreased, caloric 
intake improved, and emotional status bettered. 

Repeated blood transfusions and infusions of 
plasma, serum albumin, and protein hydrolysates 
are almost always necessary in the latter phase of 
burn treatment, to remedy anemia and hypopro- 
teinemia. They must not be withheld even though 
it entails further “sticking” of an already suffering 
and complaining patient. They are necessary if the 
patient is to combat infection successfully, and the 
take of grafts depends largely on a normal erythro- 
cyte count and serum protein level. Skin grafting 
should not be undertaken when there are serious 
deficiencies of this type. Most seriously burned pa- 
tients should receive daily at least 125 Gm. of 
protein, 10 milligrams each of thiamine and ribo- 
flavin, 1.0 Gm. of vitamin C, and 0.6 to 1.0 Gm. of 
ferrous sulfate. Various palatable, powdered whole- 
protein supplements, fortified with vitamins and 
minerals, can be added to milk or eggnog. They are 
valuable assets for improving the nutritional state of 
the patient. 

An extensive bibliography accompanying this article is avail- 
able upon request from the Editorial Office of GP. 


Here’s A Helpful Hint— 


PREVENTION OF INADVERTENT INTRAVASCULAR INJECTIONS 


Intramuscular administration of various drugs—especially depot penicillin—must be given so as 
to avoid accidental intravascular injection. If the penicillin is taken from a multi-dose vial and the same 
needle is used to make the injection, there is risk of putting the drug into a blood vessel and causing 
a serious reaction. The needle may be partly filled with the viscous medication, and an air-lock may 
develop, which could prevent blood from entering the syringe but which might yield to positive 
pressure from the plunger. To avoid this risk, I first insert a needle into the injection site and at- 
tempt to withdraw blood into an empty syringe. If no blood is withdrawn, the needle is left in place and 
the empty syringe is replaced with the one that has previously been loaded through another needle, 
and the injection is made.—Epcar A. Bickxnett, M.D., Detroit. 
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Laboratory Tests for Pancreatic Disease 


GENERALLY SPEAKING, there are three kinds of tests 
that are useful in the diagnosis of diseases of the 
pancreas (Nothman, M. M., Ann. Int. Med., 39:1358, 
1951). These are (1) examination of the feces, (2) 
determination of enzyme values in the serum and 
urine, and (3) examination of the external secretion 
of the pancreas following pancreatic stimulation. 

Stool examinations may be suggestive of pancreatic 
disorder when there is evident steatorrhea. When 
more accurate knowledge is desired, it is necessary to 
estimate quantities of residual nitrogen in the stools 
while the patient is on a prescribed diet. Although 
other conditions—such as sprue and obstructive 
jaundice due to gallstones—produce steatorrhea, ob- 
struction of the pancreatic ducts is the only condition 
in which nitrogen absorption is deficient. In addition, 
the weight of the dried stools is important. When pan- 
creatic juice is absent from the intestine, the feces be- 
come bulky, and the dried residue weighs more than 
that obtained in any other condition. 

Estimations of values for enzymes of pancreatic ori- 
gin in the blood and in the urine are of chief impor- 
tance in the diagnosis of acute pancreatitis. In this 
condition, a high blood diastase level is almost in- 
variably found at some stage of the disease. Since 
there is a return to normal within twelve to twenty- 
four hours after the onset of acute symptoms in some 
cases of acute pancreatic edema, determination of the 
urine diastase value also is important. In such cases, 
although the blood diastase value is within normal 
limits, the urine diastase value will remain elevated. 

Although routine estimations of serum diastase 
values are not helpful in the diagnosis of chronic 
pancreatitis, certain modifications of the test make it 
useful even in that disease. For example, Sanchez- 
Ubeda and Rousselot have studied the effect of injec- 
tion simultaneously of secretin and methacholine (Surg. 
Gynec. & Obst., 93: 283, 1951). They found that pa- 
tients with chronic pancreatitis of the relapsing type 
almost always responded to these drugs by developing 
elevations of serum amylase values significantly great- 
er than in control subjects. Malinowski reported simi- 
lar results following Prostigmine stimulation of pan- 
creatic secretion (Am. J. M. Sc., 222: 440, 1951). The 
utility of these methods seems to depend on the 
existence of partial obstruction of the pancreatic 
ducts, a condition believed to be common in chronic 
recurrent pancreatitis. 

Serum lipase determinations are less widely used, 
mainly because the method requires a prolonged 


period of incubation, and the reports are, therefore, 
less readily available. On the other hand, serum lipase 
determinations are valuable and are commonly sought 
in chronic diseases of the pancreas, including car- 
cinoma. In this latter disease, a single estimation may 
be helpful but is seldom conclusive. It is better to have 
serial determinations in the expectation that one will 
be found to be elevated. In chronic pancreatitis, the 
serum lipase curve is indistinguishable from that of 
pancreatic malignancy. 

The third approach to the diagnosis of pancreatic 
disease depends upon the collection of duodenal se- 
cretion after the administration of a pancreatic stimu- 
lant. In performing this test, one must be sure that 
the tip of the tube used for aspiration of duodenal 
juice is at or near the ampulla of Vater. Secretin is the 
hormone which stimulates the pancreatic cells to ac- 
tivity and is the substance which has been most widely 
used for the test of pancreatic secretion. It is given in- 
travenously in amounts proportionate to the weight of 
the patient. Duodenal juice is collected for twenty 
minutes before and on three occasions (at twenty- 
minute intervals) after secretin has been given. 

In normal persons the injection of secretin provokes 
an abundant flow of pancreatic juice with a high bicar- 
bonate content, and the total output is markedly in- 
creased. In cases of carcinoma of the head of the pan- 
creas, the volume of secretion is reduced, it is less 
alkaline, and there is a tendency to decrease or ab- 
sence of enzymes. In those cases of carcinoma of the 
pancreas in which the tumor is not localized in the 
head of the gland, no change in secretion may occur. 
Similar results to those found in cases of cancer of the 
head of the pancreas may be obtained in cases of pan- 
creatic lithiasis or calcified pancreas. The response to 
secretin is also quite useful in the diagnosis of cystic 
fibrosis of the pancreas, less useful, generally for the 
diagnosis of chronic pancreatitis and chronic relapsing 
pancreatitis. In painless obstructive jaundice, a dim- 
inution in total alkalinity and quantity of pancreatic 
ferments supports the diagnosis of carcinoma of the 
pancreas. Painless obstructive jaundice with normal 
total alkalinity and normal pancreatic ferments favors 
the diagnosis of carcinoma of the biliary tract. The 
secretin test is also a reliable aid in the differential 
diagnosis of pancreatic steatorrhea and nontropical 
sprue. In the former condition, the enzymatic activity 
of the duodenal juice is low, whereas in sprue the re- 
sponse of the pancreas to secretin is completely nor- 
mal. 
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BY ALFRED W. ADSON, M.D.* 


Mayo Clinic, Rochester, Minnesota 


Conditions of the brain and spinal cord that are amenable to surgical treatment can be divided into 


four groups. They are: (1) the neuralgias and painful neuritides, (2) tumors of the brain, (3) intraspinal 
tumors and protruded intervertebral disks, and (4) inflammatory lesions, such as osteomyelitis of 
the skull, brain abscess, and extradural spinal abscess. (* Dr. Adson died on November 12, 1951.) 


Tue clinical and laboratory procedures usually em- 
ployed in making differential diagnoses of neuro- 
surgical conditions of the brain and spinal cord are: 
(1) a carefully-taken history, (2) a thorough phys- 
ical examination, and if a cerebral lesion is sus- 
pected, (3) roentgenographic studies of the head, 
and (4) ophthalmologic studies including fundu- 
scopic examination and perimetric studies of the 
visual fields. 

Routine laboratory studies of the blood and 
urine with a thorough neurologic study are indi- 
cated in all cases in which neurologic lesions of 
the central nervous system are suspected. Roent- 
genograms of the skull may reveal bony destruc- 
tion, hyperostosis, and cerebral deposits of calcium, 
all of which assist in the location of cerebral neo- 
plasms. Ophthalmologic studies which reveal 
choked disks or optic atrophy and perimetric field 
defects likewise assist in the differential diagnosis 
of cerebral lesions. 


Special Examinations 


In the event that the routine clinical examina- 
tion fails to yield definite evidence of a suspected 
cerebral neoplasm, one or more of the special ex- 


aminations mentioned below can be resorted to. 

Pneumoencephalogram and pneumoventriculogram. 
The pneumoencephalogram is made by effecting an 
exchange of cerebrospinal fluid and oxygen through 
a spinal puncture in the lumbar area. This pro- 
cedure is employed only in the absence of choked 
optic disks. The pneumoventriculogram is made by 
the surgeon’s withdrawing the cerebrospinal fluid 
directly from the lateral ventricles and replacing it 
with oxygen or air. This is accomplished by the 
making of trephine openings through the parietal 
bones over the posterior horns of the lateral ven- 
tricles and the introduction of a cannula into the 
lateral ventricles. After the cerebrospinal fluid has 
been removed and replaced with oxygen in either 
the pneumoencephalogram or the pneumoventri- 
culogram, a series of roentgenograms is made. 
Since the air or oxygen is less dense than cere- 
brospinal fluid, the roentgenograms will reveal the 
outlines of the ventricles and subarachnoid spaces. 
Displacement or distortion of the ventricles or 
subarachnoid spaces suggests the presence or ab- 
sence of an expanding lesion, internal hydro- 
cephalus, or cortical atrophy (Figures la and b, 
2a and b). 

Electroencephalography. This is one of the newer 
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Figure 1a (above). Normal encephalogram, 
A.P. view. The air-filled ventricles are sym- 
metrical and are in normal position. b (below). 
Normal encephalogram, lateral view. The 
ventricles are well filled and show no evidence 
of displacement. The aqueduct and fourth ven- 
tricle are filled with air. 


Figure 2a (above). Abnormal encephalogram, A.P. 
view. The entire ventricular system is shifted to the 
left side and the roof of the right lateral ventricle is 
depressed. There is very little subarachnoid air over 
the right hemisphere, suggesting that a space-occupy- 
ing mass is present. b (below). Abnormal encephalo- 
gram, lateral view. The roof of the right lateral ven- 
tricle is depressed downward indicating the presence 
of a space-occupying lesion lying above the depressed 


ventricle. 
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procedures employed in the localization of brain 
tumors. One purpose of an electroencephalogram 
is to enable the diagnostician to determine whether 
or not normal brain waves have been disturbed by 
neoplasm. Present knowledge of electroencephalog- 
raphy makes it a reasonable aid in the differential 
diagnosis, although its results are not infallible. 

Angiography. Roentgenographic studies of cere- 
bral circulation with a contrast medium (Diodrast) 
have contributed much to the differential diagnosis 
of lesions within and about the brain (Figures 3a 
and b, 4, 5a and b). Some neurosurgeons prefer 
angiography to pneumoencephalography, since 
they believe the sequelae are less frequent. 

Use of Dyes Such as Fluorescein. Certain dyes 
which have a special affinity for neoplastic tissue, 
have been injected intravenously just prior to oper- 
ation in order to enable the surgeon better to vis- 
ualize the boundaries of infiltrating gliomas. Moore 
and others have been able to combine a radioactive 
isotope with fluorescein in such a way that when 
the combination is injected intravenously, it has a 
tendency to concentrate in a cerebral neoplasm. 
Thus it becomes possible to detect a brain tumor 
by the use of a Geiger counter. These studies are 
still in the investigative stage. 

Spinal Puncture Studies. These should rarely be 
made in cases in which brain tumor is suspected 
and should never be made if there is evidence of in- 
creased intracranial pressure since herniation of 
the brain through the tentorial opening or the 
foramen magnum may follow drainage of spinal 
fluid. However, they are very important in all cases 
in which intraspinal lesions are suspected because 
they yield information concerning the physical and 
hydrodynamic properties of the spinal fluid and 
allow its chemical reactions to be determined. The 
puncture is usually performed at the fourth lumbar 
interspace, and before any fluid is removed the 
intraspinal pressure is estimated by means of Ayer’s 
water manometer. Normal pressure is usually be- 
tween 12 and 15 cm. of water. As soon as the pres- 
sure has been estimated, Queckenstedt’s test is 
made. This consists of reading and studying the 
rate of rise of the cerebrospinal fluid in the manom- 
eter resulting from compression of both internal 
jugular veins. Sudden rise and rapid fall of the 
fluid on compression of both internal jugular veins 
indicate free flow of cerebrospinal fluid within the 
subarachnoid space. Slow rise and fall of fluid or its 
failure to rise on compression of the jugular veins 
suggests partial or complete intraspinal block. 

Inability to obtain fluid at the fourth lumbar inter- 
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Figure 3a (above). Normal carotid arterio- 
gram, lateral view. The carotid artery, caro- 
tid siphon, the anterior cerebral, and the mid- 
dle cerebral arteries are well filled and lie in 
their normal positions. b (below). Normal ar- 
tertogram, A.P. view. The carotid artery, 
carotid siphon, middle cerebral and anterior 
cerebral arteries on both sides are visualized 
and lie in their normal positions. Note that the 
anterior cerebral arteries are in the midline 


and are not displaced. 
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Figure 4 (left). Abnormal arteriogram demonstrating 
the presence of cerebral aneurysm, lateral view. An 
aneurysm projecting posteriorly is evident. It arises at the 
junction of the anterior and middle cerebral arteries. 


space may signify that the tip of the needle has 
failed to enter the subarachnoid space, that fluid is 
absent, or that there is a tumor at this level. Punc- 
ture should be made at another level, and multiple 
punctures may be necessary. Occasionally, it is 
necessary to combine cisternal puncture with lum- 
bar puncture. 

Spinal block, if it results from tumor, frequently 
causes an increase in the concentration of globulin 
in the cerebrospinal fluid below the tumor. The 
fluid may also be xanthochromic (Froin’s syndrome). 
The shade of yellow may vary, and occasionally the 
fluid above a block is decidedly yellow. The cell 
count is usually normal, but pleocytosis may occur 
if the tumor is situated in the spinal canal below the 
conus medullaris. This may help in distinguishing 
neoplasms from inflammatory lesions. 

The presence of partial or total subarachnoid 
block is not pathognomonic of intraspinal tumor, 
since previous attacks of meningitis, acute myelitis, 
injuries to the vertebrae, or spinal deformities are 
all capable of interfering with the free flow of cere- 
brospinal fluid. It is, however, apparent that the 
finding of partial or total block is extremely valuable 
in diagnosis when the block is accompanied by a 
history of root pain and with a history not indica- 
tive of inflammation or trauma of the spinal cord. 

Roentgenographic Examination of the Spinal Col- 
umn. This examination is essential in the differ- 
ential diagnosis of intraspinal lesions. Roentgeno- 
grams should be made of anteroposterior and lateral 
aspects of the vertebral column. These should be 
supplemented by stereoscopic and oblique views, 
localized at the level where, on clinical grounds, a 
tumor has been suspected. According to Camp and 
Adson, evidence of erosion of the vertebral pedicles, 
laminae, and lateral and spinous processes caused 
by pressure usually is discernible before such ero- 


Figure 5a. Abnormal cerebral arteriogram demonstrat- 
ing the presence of a frontal lobe tumor, a malignant 
astrocytoma. This arteriogram reveals the presence of 
arteriovenous sinusoids which are represented by droplets 
of opaque dye. This pattern is quite characteristic of 
malignant astrocytomas (glioblastoma multiforme). b 
A.P. view. Demonstrates the shift of the anterior cerebral 
artery across the midline by the tumor mass in the frontal 
lobe. 
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sion is evident in the body of the vertebra. In gen- 
eral, roentgenologic evidence of changes resulting 
from tumors of the spinal cord consists in shadows 
indicative of erosion secondary to direct pressure or 
invasion by the tumor. Destruction caused by 
benign or malignant tumor of the bone or by meta- 
static diseases may give a similar picture. 

Study With Radiopaque Oil. The use of radiopaque 
oil (Pantopaque) has furnished much additional in- 
formation in diagnosis and localization of intra- 
spinal tumors. Injection of 6 cc. of iodized oil into 
the subarachnoid space, through a lumbar punc- 
ture, allows visualization under the roentgenoscope 
of the patency or lack of patency of the subarach- 
noid space. Roentgenoscopic examination of the 
slowly moving oil, made while the table and patient 
on it are being tilted in different positions, is su- 
perior to a roentgenogram, since the roentgenolo- 
gist often sees the diversion of the current of oil 
around the tumor. However, roentgenograms should 
be made for confirmation of the levels at which 
tumors are suspected (Figure 6). 

Intramedullary tumors are identified by division of 
the oil into two currents, one on each side of the cord. 
Use of the heavy oils prevents their ascent into the cis- 
ternae and ventricles. Because introduction of these 
oils invariably produces irritation of the meninges, 
and occasionally radiculitis, they should be used 
only to localize tumors when routine examinations, 
including the neurologic examination, fail to do so. 
Radiopaque oil should be used infrequently in the 
diagnosis of tumor or a protruded disk of the spinal 
canal. It should be employed only when a tumor or 
a protruded disk is suspected, and the oil should 
be removed after examination. The presence of 
extramedullary tumors usually is indicated by def- 
inite arrest of the flow of radiopaque oil. If there is 
no tumor or compression of the cord, the oil de- 
scends and remains permanently in the sacral cul- 
de-sac until it is removed. 


Neuralgia and Painful Neuritides 


Neuralgias of the fifth (trigeminal) and ninth 
(glossopharyngeal) cranial nerves are among the 
most frequent and most severe of all the neuralgias. 
Likewise, the relief of symptoms from surgical inter- 
vention is appreciated most by patients suffering 
from these neuralgias. 

Trigeminal Neuralgia. Trigeminal neuralgia is 
characterized by darting, stabbing, flashlike pains 
extending along one or more branches of the tri- 
geminal nerve. The paroxysms of pain usually are 
initiated by irritation of the region involved, such 
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as that caused by washing the face, cleaning teeth, 
chewing, swallowing, or talking, or by exposure to 
currents of air. Frequently, a particular area, com- 
monly known as the trigger zone, is more sensitive 
than are other areas. Patients with trigeminal neu- 
ralgia, in an effort to prevent initiation of a parox- 
ysm, protect the painful areas by not washing their 
faces and by not talking, smiling, or even eating. 
The paroxysm may last from a few seconds to a 
minute or two, and is usually followed by an interval 
of complete relief varying from a few minutes to 
several hours. The disease may occur in almost any 
decade of life, rarely in the first decade, and is 
most common after the fourth decade. The attacks 
of paroxysmal pain at first continue perhaps only 
for a few weeks, with an interval of relief for months, 
but as time passes, the attacks are of longer dura- 
tion and of greater intensity. 

It must be borne in mind that the attacks of pain 
may cease spontaneously; however, if the patient 
should be taking treatment or drugs, such as vita- 


Figure 6. Negative pantopaque—lumbar. The opaque oil 
column overlying the interspaces between the fourth and 
fifth lumbar vertebrae and between the fifth lumbar and 
the first sacral segment shows no distortion. 


° 
: 
49 


mins, the treatment or medication is often credited 
with effecting relief, when in reality cessation of 
pain and taking of medicine have been coincidental 
occurrences. Injections of alcohol into the periph- 
eral branches of the fifth cranial nerve give tem- 
porary relief, while section of the sensory root of 
the Gasserian ganglion produces permanent relief. 

Glossopharyngeal Neuralgia. Glossopharyngeal 
neuralgia is a disease which resembles trigeminal 
neuralgia in that the pains are spasmodic, excru- 
ciating, lancinating, and radiating. However, in 
glossopharyngeal neuralgia, the pains are projected 
along the distribution of the ninth cranial nerve. 
In glossopharyngeal neuralgia the trigger zone is 
located in the tonsillar fossa, and the darting pains 
are projected toward the ear, usually terminating 
in the tympanum. The pains are precipitated by 
yawning, swallowing, and talking, but they are not 
precipitated, as they are in trigeminal neuralgia, by 
rubbing the face. Occasionally they are brought on 
by rubbing the ear. 

Cocainization of both sides of the palate, tonsillar 
fossa, and pharynx of the affected side will result in 
temporary cessation of all attacks of glossopharyn- 
geal neuralgia, but cocainization of the pharynx will 
not alter the paroxysms when they are due to tri- 
geminal neuralgia. Permanent relief of glossopha- 
ryngeal neuralgia is obtained by intracranial section 
of the fifth and ninth cranial nerves. 

Occipital Neuralgia. This involves the first and 
second cervical nerves. The pains are paroxysmal 
and extend over the occipital area. The skin may be 
hypersensitive to touch, but there is no trigger zone. 
Relief is obtained temporarily from deep injection 
of alcohol. Frequently it becomes necessary to per- 
form intraspinal section of the sensory roots of the 
first and second cervical nerves in order to give 
complete relief. 

Sphenopalatine Neuralgia. This, as indicated by 
Sluder, may be a distinct entity, though Vail pre- 
ferred to refer to the syndrome as a neuritis of the 
vidian nerve (personal communication). The pain 
is continuous, not paroxysmal, and is localized in 
the maxillary region with extension along the upper 
four cervical nerves. Present treatment does not 
offer the dramatic relief that treatment offers to 
those with trigeminal or glossopharyngeal neuralgia. 

Migraine. Migraine with extension of pain along 
the ophthalmic branch of the trigeminal nerve is an 
extremely painful syndrome, accompanied by lacri- 
mation and photophobia. The attacks of pain are 
not paroxysmal and are not precipitated by touch- 
ing the involved skin area. 


Postherpetic Ophthalmic Neuralgia. This neuralgia 
is a continuous painful sensation, distributed to the 
area supplied by the ophthalmic branch of the tri- 
geminal nerve. At the onset of the disease, papules 
and pustules develop on the forehead, eyelids, 
sclera, and even the cornea. However, the severest 
pain develops after the skin lesions have healed. 
The area involved is extremely sensitive to touch. 
There is no surgical procedure that will give com- 
plete relief. Avulsion of the supraorbital branches 
reduces the hypersensitivity of the skin over the 
forehead. 

Need for Distinguishing Pains of the Antrum, 
Other Sinuses, and Teeth from Neuralgia. The pains 
accompanying infections of the antrum and other 
sinuses are continuous and are associated with 
manifestations of infection. 

Localized dental caries give rise to severe pain 
which is constant and is accompanied by local 
tenderness, signs of infection, and roentgenographic 
evidence of the disease. These facts should be kept 
in mind when a patient complains of paroxysmal 
pain localized in a tooth without evidence of inflam- 
mation, since extraction of a tooth will not relieve 
trigeminal neuralgia. 

Dental neuritis, an aching, burning pain in the 
gums following complete extraction of the teeth, 
occurs occasionally. It is distinguished from tri- 
geminal neuralgia in that the pain is not paroxysmal 
but continuous, and usually involves both sides of 
the mouth. The gums remain tender, a fact which 
frequently prevents these patients from wearing 
their dentures. Localized dental neuritis also follows 
nerve block which is employed to desensitize an 
area for a dental surgical procedure. Usually the 
pain and paresthesia disappear within two or three 
weeks. However, if anesthesia is a predominant 
symptom, it may continue for an indefinite period 
of time. 

Intercostal Neuralgia. Intercostal neuralgia is 
similar to occipital neuralgia except that it involves 
one or more of the thoracic nerves. The hypersensi- 
tivity of the dermatome involved consists of a band 
extending from the vertebrae along the ribs to the 
sternum or midline below the sternum. Frequently 
the pains have a stabbing quality. 

The pains associated with herpes zoster are sim- 
ilar to intercostal neuralgia with the exception that 
the skin in the involved area is so hypersensitive to 
light touch that patients are often unable to wear 
clothing. Subarachnoid injections of 8 to 12 minims 
of alcohol will often give relief. In some instances 
rhizotomy of a sensory root through a laminectomy 
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becomes necessary in order to give relief, and then 
relief may not be complete. 

Pain from Malignant Lesions. The pain resulting 
from malignant and metastatic lesions is usually 
constant. It is characterized by a throbbing ache, a 
burning sensation, or a painful, boring sensation. 
The pains rarely need to be differentiated from neu- 
ralgias since there is evidence of the neoplastic 
lesions. When relief is not obtained by radical sur- 
gery for the neoplasm, such neurosurgical pro- 
cedures as rhizotomies, chordotomies, and tractot- 
omies have to be resorted to when life expectancy 
1s prolonged. 

Causalgia. Following a crushing injury, the in- 
volved digit, hand, foot, or amputation stump may 
be the site of burning pain and extreme hypersensi- 
tivity. The pain is continuous and severe. Occa- 
sionally, it subsides with recovery from the injury, 
but more often it continues and interferes with the 
patient’s return to work. Sometimes following am- 
putation it is associated with symptoms of a phan- 
tom hand or foot. When this occurs, the extensive 
resection of the sympathetic trunk fails to give re- 
lief, which it usually does in the ordinary causalgia. 
Prefrontal lobotomy as a therapeutic measure to 
relieve pain has proved of value in selected patients 
who are elderly invalids. 


Brain Tumors 


The incidence of brain tumors is much higher 
than it usually is suspected to be. Berkson, a stat- 
istician, following a study of all patients with tumors 
who were examined and treated in the Mayo Clinic, 
found that tumors of the central nervous system 
represented 9 per cent of the tumor group. They 
were within about 1 per cent as common as car- 
cinoma of the stomach, colon, rectum, or breast. 

Since tumors within the cranium may arise from 
the coverings of the brain, nerve roots, blood ves- 
sels, fetal rests, and pituitary gland, as well as from 
neural elements, it is obvious that the surgical re- 
sults will vary, depending on the accessibility and 
pathologic nature of the neoplasms. 

Pathologic Classification. Brain tumors can be 
conveniently classified pathologically as follows: 
(1) tumors of the envelopes of the brain (menin- 
giomas and sarcomas) ; (2) tumors of special struc- 
tures (pituitary adenomas and pinealomas); (3) 
tumors arising from heterotopic rests (epidermoids, 
dermoids, chordomas, and craniopharyngiomas) ; 
(4) tumors arising from cranial nerves (neurofi- 
bromas); (5) tumors arising from vascular tissue 
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(angiomas, hemangiomas, hemangio-endotheliomas, 
and others) ; (6) metastatic malignant lesions; and 
(7) tumors arising from neural elements (gliomas). 

For surgical consideration brain tumors are di- 
vided into two large groups: one includes the en- 
capsulated and accessible tumors, and the other 
includes the diffuse, infiltrating, and inaccessible 
tumors. It is apparent that the encapsulated, acces- 
sible tumor lends itself best to surgical removal; 
however, the infiltrating tumor, when situated in a 
silent area, also can be removed by resecting the 
tumor and surrounding brain tissue. More often 
than not, in the group of nonencapsulated tumors, 
the surgeon is compelled to perform subtotal re- 
section, removing necrotic, cystic material with 
mural nodules and tumor masses from within the 
tumor in order to avoid increasing the existing 
paralysis. Radical resections for diffuse infiltrating 
tumors are avoided if they may cause hemiplegia. 
We prefer to secure a shorter period of relief and 
preservation of more normal function than an ex- 
tended, indefinite period of relief and spastic hemi- 
plegia. Decompression should never be substituted 
for removal of tumor when radical operation is at 
all feasible, but decompression does serve as an 
auxiliary measure when only subtotal resection of 
tumors can be accomplished, and serves as a meas- 
ure of temporary relief when a tumor is inoperable. 

Symptoms produced by growing brain tumors 
are those of increasing intracranial pressure due to 
the expanding nature of the neoplasm, and local 
destruction of cerebral, nerve, or vascular tissues. 

Symptoms of Increased Intracranial Pressure. The 
early signs of increased intracranial pressure are 
headache, vomiting, and choked disk. It is not nec- 
essary for all three to develop simultaneously, but 
sooner or later all will be present. Symptoms of 
pressure due to tumors situated in the region of 
the optic chiasm, in the corticosensory and motor 
areas, and in the cerebellopontine angle are the 
exception, since symptoms of localization develop 
before those of increased intracranial pressure. 

If the patient is ambulatory, headache occurs 
daily in the early morning hours and frequently 
awakens the patient about 4 a.m. Vomiting is of 
the projectile type and is often associated with 
headache and with movements of the head. Pain in 
the occiput associated with rigidity of the neck is 
an accompanying symptom of infratentorial tumors. 
Papilledema, or choked disk, may be confused with 
edema of retrobulbar neuritis, but when associated 
with headache and vomiting, increased intracranial 
pressure is invariably present. However, tumors 
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situated in the sella turcica or in the chiasmal region 
may produce direct pressure on the optic nerves 
thereby causing pallor of the optic disk instead of 
edema. When tumors grow to sufficient size to ob- 
struct the free flow of cerebrospinal fluid in the 
ventricles and subarachnoid spaces, edema of the 
disk will be followed later by secondary optic 
atrophy. Lesions that obstruct the third and fourth 
ventricles produce rapidly progressing papilledema 
of high degree. 

Symptoms of Localization. The syndromes of tumor 
vary considerably according to position, rate of 
growth, size, and pathologic features. Each group 
produces a chain of symptoms peculiar to its own 
life cycle. It is apparent that lesions of the frontal 
lobe will give rise to psychic and_ personality 
changes. Those arising in the speech and motor 
centers will produce aphasia, apraxia, jacksonian 
convulsions, convulsions of the grand mal type, 
monoplegia, and hemiplegia. Tumors that develop 
from the structures within the posterior fossa, in 
addition to producing increased intracranial pres- 
sure, produce cranial nerve palsies, nystagmus, and 
ataxia. Other symptoms develop as respective cen- 
ters, nuclei, and tracts become invaded, destroyed, 
or deprived of their normal blood supply by in- 
direct pressure. 

In considering the differential diagnosis, the phy- 
sician must bear in mind that certain features in the 
symptoms resulting from cerebral trauma, inflam- 
matory diseases, and suppurative diseases may re- 
semble those of tumor. Therefore, it is important 
to obtain a thorough chronologic history to elicit 
differential diagnostic facts. The symptoms of cere- 
bral arteriosclerosis rarely are confused with those 
resulting from tumor, since evidence of increased 
intracranial pressure is lacking. Occasionally cere- 
bral thrombosis of slow progression, subdural hem- 
orrhage, or intracerebral hemorrhage may produce 


symptoms simulating tumor, and may require sur- 
gical intervention in order that proper surgical 
treatment may be administered in cases of frank 
hemorrhage and that an operable tumor may not 
be overlooked. 


Intraspinal Tumors 


Tumors originating from the spinal meninges, 
blood vessels, and nerve roots produce symptoms 
by pressure and indentations in the cord substances 
but do not invade the spinal cord; hence, they lend 
themselves to removal, and recovery of the patient 
follows. Primary tumors of the spinal cord, such as 


gliomas (10 per cent of intraspinal tumors), are 
comparable to gliomas of the brain, and only pal- 
liative treatment is accomplished by surgical treat- 
ment. Primary lesions of the vertebrae and meta- 
static tumors cause compression of the cord and 
produce symptoms similar to those that originate 
from the meninges. Little is accomplished by an 
attempt at surgical intervention. 

Symptoms of Intraspinal Tumors. As tumors with- 
in the spinal canal increase in size, the symptoms 
change. The first phase is that of pain; the second 
is that of compression of the spinal cord, and the 
third phase is one of destruction of the cord. 
Fortunately, now most tumors are recognized and 
are removed before the third phase becomes com- 
plete. 

In the first phase, pain always appears when the 
nerve roots are irritated. Pain may precede any 
other symptom by months or years; it may be con- 
stant or intermittent, may persist in a localized 
region or extend over the involved nerves. It is us- 
ually lancinating and is aggravated by coughing, 
sneezing, lifting, and straining at stool. Invariably 
it will awaken the patient from four to six hours 
after he has retired. It often is so severe that the 
patient walks the floor or sleeps in a sitting position. 
The mechanism that produces this pain apparently 
is the ball-valve action of the tumor, which is forced 
downward by the increased pressure of cerebro- 
spinal fluid above it; thus it produces traction di- 
rectly or indirectly on the sensory nerve roots. Un- 
fortunately, many of the patients who have this 
type of pain are treated for neuritis, muscular rheu- 
matism, or syphilis, and some have been thought 
to have hysteria. The importance of recognizing or 
suspecting the first, or painful, phase in the develop- 
ment of tumors of the spinal cord was emphasized 
in a recent survey by Craig. He found that in 10 
per cent of his cases in which root pain was present, 
operations had been performed for some thoracic or 
abdominal lesion other than intraspinal tumor. 

The symptoms of the second phase may develop 
simultaneously with pain, or they may develop 
without pain in a small percentage of cases. If the 
tumor is situated anterolaterally, the symptoms will 
progress and produce the Brown-Sequard syn- 
drome, a homolateral paralysis of the muscles below 
the level of the lesion, with impairment of tactile 
and deep sensibilities on the same side, together 
with loss or diminution of pain and temperature on 
the opposite side. If the posterior columns of the 
cord are the first to be compressed by the tumor, 
deep sensibility is decreased and ataxia appears. 
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Figure 7. Abnormal pantopaque study—lumbar. A de- 
fect is present on the right side at the interspace between 
the fourth and the fifth lumbar vertebrae. This defect is 
typical of that produced by a protruded intervertebral 
disk. The opaque oil shadow at the interspace between the 
fifth lumbar and the first sacral segment shows no ab- 
normalities. 


Sensory disturbances resulting from compression of 
the cord are gradual in onset, and progress upward 
to a transverse level corresponding to the segment 
of the cord that is compressed. 

The third symptomatologic phase consists of 
paralysis below the level of the tumor. This is 
caused by extreme compression of the cord. The 
paralysis is usually complete, sensory functions are 
entirely lost, trophic disturbances are present, and 
control of both vesical and rectal sphincters is lost. 
All reflexes are increased below the level of the 
lesion. 

Intramedullary tumors rarely produce pain, but 
the first symptoms are usually those that correspond 
to the second symptomatologic phase of tumors of 
the cord. The sensory and motor disturbances are 
progressive until a definite transverse level becomes 
evident. The upper sensory level is less distinct 
than that associated with extramedullary tumors. 
Increased reflexes and loss of vesical and rectal con- 
trol appear early in the symptom-complex. 


Protruded Intervertebral Disk 


The largest group of intraspinal lesions amenable 
to surgical treatment is the group of protruded 
intervertebral disks. They occur most frequently 
low in the lumbar and cervical regions. While 
trauma plays an important role as a causative factor 
for their appearance, they do develop without 
known evidence of trauma. Back pain, sciatic pain, 
and brachial neuritis are the patients’ usual com- 
plaints; however, other symptoms similar to those 
produced by cord tumor may be present. 

In the last few years, protruded intervertebral 
disks have received an unusual amount of attention. 
These tumor-like masses can be recognized on 


Figure 8. Abnormal pantopaque study—thoracic region. 
With the patient in head-down position, the oil did not 
pass upward beyond the point of obstruction as indicated. 
The defect present is of a “half-moon” variety and is quite 
typical of an intradural extramedullary tumor. At 
operation, a meningioma which was attached to the inner 
aspect of the dura and which indented the spinal cord, 
was found. 


GP @ April, 1952 


2 
— 
— 
q | 
4 
| — 
a 
— 


roentgenologic examination of the spinal canal after 
introduction of radiopaque oils or air (Figures 7 
and 8). The finding of these masses in patients suf- 
fering from chronic, recurring sciatica has led to 
exploratory laminectomies and removal of the 
masses which were producing pressure on the 
nerve roots. The relief obtained from these newer 
surgical procedures in the treatment of chronic, 
recurring sciatica when physiotherapeutic measures 
have failed, has more than justified their use. The 
lesions occur as the result of a tear in the annulus 
fibrosus, and a rupture of the intervertebral disk 
with an expulsion of a portion or all of the nucleus 
pulposus. 

Although the condition had been recognized, 
and occasionally treated, for a number of years, 
its importance was not emphasized until the 
introduction of roentgenographic studies made with 
the aid of radiopaque oil. These tumorlike masses, 
the nuclei pulposi, are not neoplastic, even though 
they produce symptoms similar to those caused by 
intraspinal tumors. 

After the lesion has been recognized by the aid of 
the clinical history, neurologic and orthopedic ob- 
servations, and roentgenographic studies, they can 
be readily removed through a limited subtotal 
unilateral laminectomy. 


Here’s a Helpful Hint— 


OPEN SAFETY PIN IN STOMACH 


ALTHOUGH in most instances open safety pins which reach the stomach can be expected to pass 
through the intestinal tract successfully, there are occasional cases in which laparotomy is necessary. 


Inflammatory Lesions 


Meningitis is no longer considered a surgical 
problem since the introduction of sulfonamides and 
antibiotics. Though brain abscess is a surgical prob- 
lem, it occurs less frequently since the introduction 
of the antibiotics. 

Brain abscess may follow a cerebral injury with 
implantation of infective material within the brain, 
a sinus or middle ear infection, or bony or pul- 
monary suppuration. The symptoms begin with a 
history of cerebral sepsis characterized by irrita- 
bility, reduced cerebration, signs of meningitis, 
signs of increased intracranial pressure, and even- 
tually by signs of local cerebral involvement. Once 
the abscess is fully developed, the mass produces 
local cerebral destruction and neurologic symptoms 
resulting from impairment of cerebral area involved. 

Epidural spinal abscess occurs rarely. It develops 
from adjacent abscesses, such as perinephritic ab- 
scess, and from furunculosis and blood stream in- 
fections. The symptoms are those of a rapidly pro- 
gressing transverse myelitis. A patient may become 
paralyzed below the lesion within 72 hours after on- 
set. Early recognition and drainage are imperative. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Instead of the usual method in such cases of closing the pin through the unopened stomach and 
allowing it to pass through the remainder of the intestine, Berg suggests an improvement (Surg., 
30:1004, 1951). He passes a Levine tube with a wire loop on its end into the stomach, closes the pin 
through the loop, and withdraws the tube and pin back through the esophagus. This obviates the 
period of observation and roentgenologic follow-up, and enables the patient to be discharged as early 


as twenty-four hours postoperatively. 
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Diagnosis and Treatment of Low Back Pain 


BY HANS KRAUS, M.D. 


New York University, New York 


Muscle deficiency and fibrositis play an important part in the development of low back pain and may be the 


only cause for it. Tests for these disorders are an integral part of the examination of a patient 


with low back pain. Conservative treatment of muscle deficiency and fibrositis should follow a definite, 


rational program. 


Tue general practitioner has occasion to see a great 
number of patients who complain of pain low in the 
back. Thorough examination of these patients by 
standard methods often results in entirely negative 
neurologic, orthopedic, and radiologic findings. Yet 
the complaints continue, and the patients frequently 
return with increasing symptoms. This large group 
of patients is often labeled psychosomatic. Or, going 
to the other extreme, the patients are placed in the 
categories of more severe orthopedic or neurologic 
conditions, such as instability of the fifth lumbar 
vertebra or herniated disks. 

If these patients are subjected to a series of tests 
in which muscles are examined for weakness and 
tightness, and both muscles and subcutis are ex- 
amined for tenderness, much additional information 
may be gained. A hitherto neglected category— 
“muscular” or “postural” low back pain—can thus 
be diagnosed. 

Reducing physical, muscular activities to a bare 
minimum, our mechanized life deprives us of exer- 
cise necessary to maintain adequate muscular fit- 
ness. Constant sedentary living shortens our back 
and hamstring muscles. Our trunk muscles are also 
weakened by disuse. We get along very well with 


this minimum of muscular equipment until such 
time as a trivial occurrence forces us to exceed the 
existing capacity of our muscles. Then, when we 
lift that thirty-pound suitcase, when we stoop to 
pick up that pencil, or when we remain in a bent 
position during spring gardening, the result is an 
acute muscle strain which may improve by itself or 
with some palliative therapy. This strain reduces 
the efficiency of our muscles to a still lower level, 
until another strain occurs. Repeated episodes grad- 
ually lead to the well-known “chronic back” and 
finally to a condition which simulates serious ortho- 
pedic and neurologic affliction. 

All too frequently, this prolonged and repeated 
suffering ties in with some emotional instability of 
the patient and finally becomes a well-established 
illness compromising not only the physical but also 
the emotional life of the patient. At this point, it is 
much more difficult to correct than at an earlier 
stage. 

One of the important functions of the general 
practitioner is to recognize this muscular deficiency 
at an early stage, to treat it where treatment is nec- 
essary, and to prevent damage where possible. Fre- 
quently this muscular deficiency may coexist with 
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BE DIFFUSED. 
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MOST FREQUENT SITE OF FiaROSITIS SURFACE TENDERNESS 


Figure 1. Fibrositis. Figure 2. Deep tenderness. 


Figures 1, 2, 3, 4, and 8 through 13 are reproduced 
from Principles and Practice of Therapeutic Exercises, 
by Hans Kraus, M.D. Courtesy of Charlies C Thomas. 
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Figure 3. Muscle tests for power. 
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Figure 4. Tests for elasticity. 
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more serious pathology, such as a disk syndrome 
or a structural deficiency of the lumbosacral spine. 
Relieving muscle weakness and tenderness often 
proves most beneficial in such cases, and should 
therefore be attempted whenever possible. 

If we add up the innumerable working hours lost 
in trivial back troubles and the large sums spent for 
hospital and medical care, we realize that preven- 
tion of this increasingly frequent condition has great 
importance. It then becomes clear that preventive 
rehabilitation of backache is a vital consideration. 
The problem will increase in urgency as the younger 
generation has less opportunity and less incentive 
to use their bodies, and it will be just as necessary 
to evaluate and improve the strength and flexibility 
of the trunk muscles of children as it is to take care 
of their teeth and their vision. 


Testing for Muscle Deficiency 


Over 4,000 cases of low back pain have been 
studied and evaluated from this point of view. Of 
this number, 3,000 were patients in Columbia Medi- 
cal Center Low Back Clinic; the others in the Low 
Back Service of the Institute for Rehabilitation of 
New York University Bellevue Medical Center, as 
well as patients of private practice. 

In almost all cases, the patients were evaluated 
by a team consisting of an orthopedic surgeon, a 
neurosurgeon, an internist, a radiologist, and a spe- 
cialist in physical medicine. 

In addition to the conventional tests, the follow- 
ing examination was given: 

Palpation was made of subcutaneous tissues of 
the whole back and gluteal area and the lateral as- 
pects of the thighs. This palpation was performed 
by picking up a skin fold and pinching it between 
the thumb and two fingers. A diagnosis of fibrositis 
was made when this examination elicited exquisite 
tenderness, and when thickness and coarseness of 
the subcutaneous tissues were present (Figure 1). 

Palpation of the muscles along the spine and 
gluteal area was done by probing with the tips of 
the fingers for localized and diffuse deep tenderness 
(Figure 2). 

The patient was then given the following muscle 
tests: He was placed face down, hips resting on a 
pillow, hands locked behind the neck. The exami- 
ner supported the legs and hips and asked the 
patient to raise his trunk and to hold the trunk for 
ten seconds. Following this, the trunk and hips 
were supported and the patient was asked to raise 
the lower extremities simultaneously and hold this 
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position for ten seconds (Figure 3). Findings were 
graded from one to ten seconds, depending on the 
patient, and noted as “upper back muscle strength” 
and “lower back muscle strength”’ (Byo). 

The patient was then placed in a supine position 
with his hands locked behind his neck. While his 
ankles were held down, he was asked to raise his 
trunk to a sitting position. Ability to do so unassist- 
ed was rated as 10, and depending on the degree to 
which the patient needed assistance, his rating was 
made accordingly. This gave the rating of the 
‘upper abdominals” (A’). 

Following this, the patient was asked to raise both 
legs to a thirty degree angle and to hold them for 
ten seconds with the knees straight. This gave the 
rating for the lower abdominals, depending on the 
time the patient could hold up both legs (Ajo). The 
patient was again asked to sit up from a supine posi- 
tion with his hands locked behind the neck, this 
time with the knees flexed, in order to obtain a 
rating for the isolated abdominals (A) (Figure 4). 

Then the flexibility of back muscles and ham- 
string muscles was determined. Back muscles and 
hamstring muscles were combined by having the 
patient try to touch the floor with the tips of his 
fingers, knees kept straight, and measuring the dis- 
tance from the fingers to the floor. Floor touch was 
considered normal (t), and the distance from finger- 
tips to floor was noted in inches. 

Finally, the patient was again placed on his back, 
his legs were lifted individually, passively, and the 
angle between the leg and table was measured, nor- 
mal being between eighty and ninety degrees. Then 
the combined length of both hamstrings was tested 
by having an assistant raise both legs and by pal- 
pating the fifth lumbar vertebra. As soon as move- 
ment at the lumbosacral joint was noted, the angle 
between legs and table was measured—the normal 
angle being thirty-five degrees (Figure 4). 

These measurements of strength and flexibility 
were supplemented by measuring the pelvic angle. 
This was done by holding one branch of a protractor 
to the plane of the sacrum and the other branch ver- 
tical. The angle thus measured was normal at 165 
degrees. Measurements were written as follows: 


Figure 5. Results at end of treatment. 


Figure 6. Results after two to eight years. 
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Here the formula represents the findings for a 
normal back. This formula provided a very simple 
way of comparing relative muscle strength and back 
muscle and hamstring flexibility. 


SPRAY 
& RELAXING EXERCISES 


Case Studies 


For the purpose of gathering fairly comparable 
data, only patients whose muscle examinations were 
made by the author, and who were personally treat- 
ed and followed up at home, were selected for 
evaluation. All the patients were in a chronic stage. 


Acute cases were first treated until the acute spasm 
: ee The total number of cases evaluated was 233—48 
y . ome men and 135 women. The average age was 39 years. 
ee The average duration of back pain before starting 
Figure 8. Treatment of muscle spasm. tenderness at first examination existed in 83 cases 
out of the 233, and treatment results in these cases 
Poor 6. The study covered a period of eight years. 
The above-mentioned muscle tests, and tests for 
(Figure 5): 
Good—no pain, normal measurements in tests, 
cent). 
: Fair—pain gradually decreased and only occa- 
5 ‘ sional, improved measurements in tests—60 cases 
3 (26 per cent). 
: questionnaire was approved by the Department of 
Figure 9. Exercises to build abdominal muscle power. Fe Psychology of the Institute for Rehabilitation. An- 
ke (Figure 6): 
ts Good—patient had no pain, no recurrence, or 
oo himself without requiring any outside help—100 
cases (82 per cent). 
Poor—3 cases (2.5 per cent). 
Of the “Fair” cases, true recurrence had hap- 
fusion. Three patients did not answer the question 
about recurrence. 


oS had subsided, and were then subjected to examina- 
tion. 
this program was approximately five years. Deep 
at last examination were: Good 58, Fair 19, and 
GRADE 
= WX deep and subcutaneous tenderness were tabulated 
1 => er after treatment. Patients were classified as follows 
normal activities, no supports—152 cases (65 per 
| e Poor—pain, with or without improvement of 
measurements in tests—21 cases (9 per cent). 
«| SA\—/) Z A questionnaire was afterward sent out to the 
4 4 = ‘A : patients, to which 122 replies were received. This 
‘4 swers to the questions were tabulated as follows 
| GRADE only very slight recurrence managed by the patient 
Fair—19 cases (15.5 per cent). 
\ pened in thirteen and had been treated conserva- 
» 62 tively. True recurrence in four instances required 
| The considerably higher percentage of 
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Figure 10. Exercises to build upper back muscle power. 58 
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results, as testified by the replies from the patients 
themselves, assures us that our original evaluation 
at the time of discharge was reasonably objective, 
and, furthermore, that a reasonably high percentage 
of patients were able to lead normal lives, return to 
normal activities, and keep free of any serious recur- 
rence. 

Of the total of 233 cases, the clinical diagnosis, 
in addition to “muscle imbalance” which was pres- 
ent in all of them, was as follows: orthopedic cases 
38 (postfusion 11, disks 7, postfractures 5, instabil- 
ity of fifth lumbar vertebra 11, congenital anomalies 
4) ; osteoarthritis 22, rheumatoid arthritis 2, psycho- 
somatic disorder 6, miscellaneous 4 (backache after 
operation of abdominal or spinal tumors). In 161 
cases there was only muscular imbalance, and they 
were diagnosed as such without any additional 
clinical diagnosis (Figure 7). Distribution of muscle 
deficiences was as follows: 


POWER 
1. Lack in back muscle power . . ee 100. 
2. Lack in abdominal muscle power (upper). . . . . . 122. 
3. Lack in abdominal muscle power (lower) . . . . ~~ 144, 
4. Lack in rectus muscle power . . . 156. 
ELASTICITY 
1. Lack of elasticity or muscle length in BH and H (finger 
2. Lack of elasticity or muscle length in BH only . . . . 118. 
3. Lack of elasticity or muscle length in H only. . . . . 1. 


Treatment of Muscle Imbalance 


The average length of treatment was 109 days. 
However, this computation is excessively high be- 
cause no allowance has been made for the fact that 
some of the patients started treatment a week or 
two after their first testing, that almost all patients 
skipped treatment for one reason or another for at 
least one or two weeks during this period, and that 
patients came for the final checkup some time after 
they had had the last treatment. 

Taking all this into consideration, the average 
treatment period may be estimated more accurately 
as around eighty to ninety days. The average num- 
ber of treatments was two to three sessions per 
week, and the sum total of treatments may be esti- 
mated at about thirty-five to forty-five per patient. 

Physical treatment was prescribed according to 
the above-classified findings. For fibrositis, ‘pinch- 
ing” massage was given and was usually preceded 
by fifteen to twenty minutes of infrared radiation 
which was found to make the procedure less painful. 
Trigger points were injected with procaine, and 


Figure 11. Exercises to build lower back muscle power. 


Figure 12. Exercises to increase elasticity of hamstringstand 


back muscles. 
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Figure 13. Treatment for tenderness of soft parts. 
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diffused deep tenderness was treated with deep 
kneading or point massage. 

Acute painful muscle spasm, such as may be pres- 
ent during acute attacks, was treated with surface 
anesthesia, primarily ethyl chloride spray or pro- 
caine iontophoresis. In this procedure, the patient 
was placed on his side with his knees slightly flexed. 
Ethyl chloride was sprayed on the painful area, and 
at the same time the patient was asked to pull up 
his knee to his chest, then gently to return it to the 
former position. Movement was repeated three or 
four times on one side and then the other (Figure 8). 
The patient was constantly urged to indicate the 
painful area with his finger, and the spray followed 
the shifting pain patterns. This treatment was con- 
tinued for fifteen to twenty minutes, until pain was 
relieved as much as possible. 

The patient was advised to avoid remaining in 
one position for too long a time. He was instructed 
to perform the simple exercise described above, pos- 
sibly every half hour, or, in less severe cases, every 
hour, for two to three minutes. More severe cases 
were advised to stay at home, but bedrest was avoid- 
ed if possible, and steady alteration of position was 
advocated. None of the muscle tests were made in 
this acute phase. 

The most important and difficult part of the pro- 
gram was the retraining of the weakened or short- 
ened muscles to normal. This was done by gradu- 
ally increasing exercises which were prescribed ac- 
cording to the deficiencies found. 

Abdominal strengthening exercises were prescrib- 
ed for weak abdominal muscles (Figure 9). Psoas 
strengthening exercises (straight-leg raise,in outward 
rotation, supine) were prescribed if psoas weakness 
(lowerabdominal weakness) was present. Back muscle 
strengthening exercises were given when these mus- 
cles were deficient (Figures 10 and 11). Stretching 
exercises for back muscles and hamstrings were usu- 
ally given at a slightly later date if tightness and 
weakness were combined. However, when tightness 
of back muscles and hamstrings was the only defi- 
ciency present, stretching was given from the be- 
ginning, starting with active stretching, followed 
later by passive stretching (Figure 12). 

If the patient was very weak and could only have 


a mild exercise program, short-wave diathermy was 
used to warm up the muscles. As soon as the patient 
was strong enough, this supportive prescription was 
abandoned. In cases of “‘jelling” pain (pain at the 
transition from rest to movement), histamine ion- 
tophoresis was prescribed. 

The patient came for treatments and was put 
through the exercises at least two, more often three, 
times a week. Besides being put through an increas- 
ingly heavy workout, he was given a gradually in- 
creased schedule to follow at home, starting with 
ten minutes and increasing to half an hour twice 
daily. Very weak patients were given a two- to 
three-minute program hourly in order to avoid 
overloading. 

It was rarely necessary to give assistance to the 
patient in his movements, except for holding his 
ankles for a situp, because the exercises were worked 
up from very mild to heavy ones. Additional use of 
weights for the exercises was given in some cases 
when the patients had to be prepared for heavy 
work. The principle of gradually increasing load, 
and of focusing the program on the points of great- 
est need was carefully followed. 

Since the majority of patients had two or more 
of the physical findings, the treatment program fre- 
quently included massage, which was discontinued 
as soon as tenderness subsided. It was found advan- 
tageous to inject trigger points before starting the 
exercise program (Figure 13). 

Supportive prescriptions for bed boards and hard 
mattresses were made when necessary. Supports in 
the form of corsets, less often of braces, were used 
only if a patient showed considerable weakness and 
was forced to continue with heavy physical activity. 
In these cases the weaning from the brace was done 
step by step, the brace never being discarded abrupt- 


ly. The same procedure was true for resumption of 
normal activities. It was always preferable to return 
the patient gradually to whatever activity he fol- 
lowed. Routine attention was paid to length of legs, 
necessity for arch supports, wedges in the heels, 
etc. Working habits and activities outside of work 
were considered and changed if necessary. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Obstetric Analgesia With Crichlorethylene 


BY GORDON SMITH,M.D. 


Snow Hill, North Carolina 


Administration of trichlorethylene by means of a Cyprane Inhaler provides safe, effective 


analgesia during labor. The method is especially applicable in rural practice where home deliveries must be 
accomplished without trained assistants. This fact is exemplified in the experience with 


the fifty cases reported here. 


Puysicians who perform home deliveries work 
under hardships and adverse conditions not seen 
in the hospitals. Chief among these has been the 
use of unsatisfactory and partially satisfactory 
methods of analgesia and anesthesia. With the ad- 
vent of Demerol and the barbiturates plus the con- 
tinued use of chloroform, pain was being eased 
after a fashion. But with our experience in the use 
of trichlorethylene (Trilene) we think that we now 
have an extremely safe and efficacious method of 
analgesia and amnesia, which lessens the hazard to 
both mother and child. 

It has been estimated that approximately 80 per 
cent of all deliveries are done in hospitals in the 
United States, yet the experience for the county in 
which this work was performed is almost the reverse 
of that. Only about 25 per cent of the women of 
this county go to hospitals to have their babies, and 
home deliveries therefore constitute quite a large 
part of medical practice. 

This practice is done in a predominantly tobacco- 
growing section with its characteristic tenant farm- 
ing system. The largest of four towns in the county 
of 18,000 has a population of less than 1,000. There 
are very few phones in the area, and the tenants 
who make up the majority of residents rarely have 


fly screens, running water, or bathrooms, and quite 
a few do not have electricity. There is no hospital 
or clinic in the county nor is there a registered 
pharmacist. All physicians dispense their own medi- 
cines. Home deliveries are the rule rather than the 
exception, and with only the doctor and husband, 
neighbor, or mother in attendance. A trained nurse 
or anesthetist is not available; therefore, any anes- 
thetic agent that can be safely administered by un- 
trained or even ignorant persons is a boon beyond 
compare. 


Advantages of Trichlorethylene 


Such an agent in our hands is trichlorethylene, 
which is a colorless liquid with a not unpleasant 
chloroformlike odor. Trilene is not inflammable 
when mixed with any proportion of air at ordinary 
temperature and pressure, but inflammable mix- 
tures are possible if mixed with high concentrations 
of oxygen. The potency of this agent is equal to or 
greater than chloroform, yet it is far less toxic. It 
is eliminated mainly through the lungs, but small 
quantities are excreted slowly in the urine as tri- 
chloracetic acid. Introduction to a marked analgesic 
and amnesic state can be extremely rapid, and re- 
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covery occurs just as rapidly, although dizziness 
and slight mental confusion may be present for a 
short time. Headache and nausea are very rare. In 
our series of fifty cases (Table 1) there was no nau- 
sea, and the great majority of patients regained 
consciousness so quickly after cessation of Trilene 
that they were able to give directions about taking 
care of the newborn. 

Excitement reactions, delirium, and restlessness 
are notable for their absence, if the mask is applied 
slowly so as to accustom the patient to the not un- 
pleasant odor. Only one of our patients showed any 
type of mental aberration and this was transient. 
In one other patient it was necessary to use restraint 
—and this because of the application of low forceps 
—yet amnesia was complete for the incident. This 
is a great improvement over the wildly threshing 
woman in second stage of labor when Demerol, 
scopolamine, pentobarbital, and chloroform are 
used, 

The effects of this agent on the cardiovascular 
system are a subject of some controversy, but most 


Table 1. Data on the use of Trilene in Cyprane Inhaler 
in home obstetrics 


Number Deliveries . 
Primipara . . 
Multipara . . 
Obstetric Complications. . 
Persistent occiput posterior 
Contracted pelvis. ....... 
Prolonged labor. . . . . 
Breech . . . . 
Fetal Complications . . 
Aspiration mucus . . 
Fetal distress following prolonged hard 
Prematurity . . 
Monstrosity. . . . . 
Normal delivery—dead 48 hrs. . . . 
Third-stage Complications. . ..... 
Moderate hemorrhage cause unknown. . 
Moderate hemorrhage following prolonged 
Seber. « 
Operative Procedures . 
low forceps . 
Outlet forceps . . 
Episiotomy and repair 
Anesthetic Complications 
Tachypnea, transient 
Mild transient delirium 
Other Medication. . . . . .. 
Demerol and scopolamine. 
12 
Length of Time Trilene Administered 
+ + 2 hours, 16 minutes 


writers do not believe them to be serious. There is 
usually no significant change in the blood pressure. 
Vagal tone tends to be increased, thereby inducing 
bradycardia and opening up the possibility of car- 
diac arrhythmias. These may take the form of 
extrasystoles, pulsus bigeminus, and rarely multi- 
focal ventricular tachycardia, which is the forerun- 
ner of ventricular fibrillation. However primary 
cardiac failure is exceedingly rare. The possibility 
of such arrhythmias developing during trichlorethy- 
lene administration for analgesia is remote, because 
the patient does not receive sufficiently high con- 
centrations of the agent. 

If the rate of anesthesia is pushed too rapidly, 
Trilene may cause tachypnea, but this is of no real 
importance and again rarely occurs when the agent 
is being employed for analgesia only. There is no 
irritation of the respiratory tract, so that excessive 
secretions do not accumulate. The respiratory cen- 
ters of the mother and the infant are not depressed 
by this drug. 

One of the important properties of Trilene is its 
quick analgesic action. This occurs in nearly all 
cases, and the recovery period is one of drowsy 
euphoria. Loss of consciousness may and does 
occur, but consciousness is quickly regained if the 
patient has inhaled only a low concentration. Pa- 
tients using the Cyprane Inhaler, which will be 
described later, do not sink to a low plane of anes- 
thesia, for it is self-administered and loss of con- 
sciousness will cause relaxation and discontinua- 
tion of the anesthetic. We found analgesia and 
anesthesia to be adequate for low forceps, episioto- 
my, and repair in all cases, but Noble and Cattanack 
found it adequate in only 15 per cent of a large 
series. This is not an anesthetic agent but an an- 
algesic, and it should be used accordingly. 

Hellwell and Hutton have found that Trilene 
readily passes the placental barrier in ewes, yet all 
authorities agree that the depressant effects on the 
newborn are minimal. In our series there was no 
instance of delayed respiration that could be at- 
tributed directly to the analgesic, nor was there any 
prolongation of labor. Calvert reports that there is 
some increase in time between uterine contractions 
when Trilene is used, while Freeman says they are 
not affected. It is our belief that there is no definite 
effect on uterine contractions. Its rapid analgesic 
effect on a woman having hard fast contractions 
near the end of the second stage may give the ap- 
pearance of slowing pains, while its relaxing anal- 
gesic action on a taut, nervous primipara may give 
the appearance of speeding pains. 
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Method of Administration 


The boiling point of this agent is so high (86 to 
88 degrees centigrade) that it cannot be vaporized 
adequately on an open-drop mask. Hence it is 
necessary to employ some special type of vaporizing 
apparatus. The Cyprane Inhaler used in this series 
is a compact apparatus consisting of a standard 
rubber face piece attached to a small hand-size 
chrome canister on which is a mixture-adjustment 
collar (see figure). Its total weight is 1% pounds. 
Fifteen cubic centimeters of Trilene is poured into 
the canister after removing the screw cap on the 
base, and the mixture-adjusting collar is set. If the 
mixture adjustment is set in the halfway position, 
the inhaler is said to give analgesia comparable to 
a 50 per cent nitrous oxide-air mixture, but we be- 
lieve the analgesia to be greater. Our inhaler was 
set one notch to the maximum side of this. In the 
canister is a light expiratory valve and a nonreturn 
valve to prevent rebreathing. We used a strap, one 
end of which is attached to the inhaler and the 
other to the patient’s wrist, which prevented losing 
or dropping the mechanism during self-medication. 

Since we were called to the patient’s home at the 
discretion of the patient and might find the cervix 
in any stage of dilation and effacement, we had no 
set rule about when to start analgesia. The optimal 
time is when the patient needs it. If we estimated 
that delivery was more than 45 minutes away, we 
would give Demerol, 100 mg., and at times scopola- 
mine, 0.4 mg., plus Trilene to use with the pains. 
The duration of labor determined whether or not 
additional hypodermic medication was given. As 
we became more accustomed to the inhaler, we 
stopped giving scopolamine, using only Demerol, 
and noted no change in the degree of amnesia or 
amount of secretions. If delivery was imminent, 
Trilene alone was used. 

The technique of administration is as follows: 
The inhaler is filled and strapped to the patient’s 
wrist. As soon as she feels a pain, the mask is 
placed over the face and she is instructed to take 
several deep breaths, continuing as long as she feels 
pain. If at first the odor is disagreeable, the mask is 
lifted and reapplied as needed. When the cervix is 
completely dilated, she is instructed “to take deep 
breaths and bear down.” When delivery is immi- 
nent, Trilene is administered continuously until 
the shoulders appear. In no instance did any patient 
lose the “push reflex.” If necessary, Trilene can be 
used for extraction of the placenta. 

The attitude of the expectant mother we found 
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Cyprane Inhaler for trichlorethylene. A. Filling cap. B. Mix- 
ture adjusting collar. C. Key for adjusting collar. D. Facepiece. 
E. Expiratory vents. (Illustration courtesy of C. R. Stephen, 
M.D., Duke University School of Medicine) 


to be most interesting. Because of the natural dis- 
like for having the mouth and nose covered and 
due to the strangeness of the instrument, several 
women were loath to use it until they realized how 
their pains were being eased, and then they would 
use it enthusiastically. 

One of the very useful advantages of the Trilene 
inhaler for a rural practice with home deliveries is 
the fact that the patient can use the inhaler at home, 
if delivery is not near, and allow the doctor to leave. 
Scales and Ohlne estimate that 15 cc. of Trilene 
gives approximately one and one-half hours of 
analgesia. However, there is considerable variation, 
depending upon the temperature of the inhaler, the 
pain threshold of the patient, the frequency of 
pains, and the rapidity of breathing. In our experi- 
ence the effect varied from approximately twenty 
five minutes to four hours. 


Conclusions 


In Trilene we believe we have found the closest 
approach to the optimal analgesic agent for use in 
home obstetrics. Among its many advantages are 
(1) its potent analgesic and amnesic effect, either 
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alone or in combination with Demerol; (2) its not 
unpleasant odor; (3) rapid induction and rapid 
awakening; (4) minimal side effects, such as rest- 
lessness, nausea, vomiting, and headache; (5) the 
fact that it can be employed for many hours with 
no danger and with no effect on the uterus; (6) no 


(8) its simplicity and ease of administration ; (9) its 
boost to the morale of the parturient woman (10) it 
does not depress fetal respiration; and (11) its 
marked safety factor, even in the absence of the 
doctor. 


increased tendency to hemorrhage or to any other 
obstetric complication; (7) labor is not prolonged; 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


MEDICAL MAXIMS FOR EVERYDAY APPLICATION 


LaTeNT malaria may be readily diagnosed by sternal marrow study. 


JAUNDICE in the luetic is due, more likely, to heavy metal therapy than to syphilis. 


Wounps do not heal normally in malariacs, and there is a tendency towards hemorrhage in many. 


In THE serologic diagnosis of typhus, a single Weil-Felix (OX19) reaction is untrustworthy, but 
repeated tests, showing a rising titer, furnish the most valuable diagnostic evidence. 


RetapseE of penicillin-treated subacute bacterial endocarditis, if it occurs, appears within 30 days 
after finishing treatment and is rare after 50 days have passed. 


Tue risk of infection spreading from the unburied dead is no greater than from the same group 
during life. 


In ADDITION to control of gonococcic urethritis by penicillin, the patient must be observed for clinical 
and serologic evidence of syphilis for at least three months. 


Tue cold hemagglutination reaction usually appears in the second week in most cases of primary 
atypical pneumonia. 


Concenirat syphilis rarely causes important cardiovascular disease. — William S. Reveno, M.D., 
711 Medical Maxims, Charles C Thomas. 
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Congenital Deformities of the Feet 


BY LEONARD F. BUSH, M.D. AND WILLARD H.LOVE, M.D. 


Geisinger Memorial Hospital and Foss Clinic, Danville, Pennsylvania 


Many congenital deformities of the feet are not diagnosed until the child begins to walk. 

This is unfortunate because the earlier corrective treatment is started, the sooner a good result is obtained. 
In most instances the deformities which interfere with posture and gait are correctible by 

relatively simple methods, but these methods must be diligently applied. 


THE most common foot deformities of infants are 
not those that come to mind first, such as clubfeet, 
toe deformities, etc., but are the congenital flatfeet 
or calcaneus deformities, either valgus, varus, or 
plain calcaneus feet. The purpose of this paper is 
to discuss the common deformities with regard to 
early diagnosis, types of treatment, and prognosis. 

Certain congenital afflictions, such as webbing of 
the toes, crooked toes, supernumerary digits, etc., 
are often hereditary. Absence of toes may result 
from intrauterine accident or from a complex dis- 
ease such as Mébius syndrome. It is our belief that 
the common lesions, such as the calcaneus, equinus, 
and forefoot adductions or metatarsus varus, are ac- 
quired during intrauterine life due to prolonged ab- 
normal positions. It is easy to visualize how an in- 
fant, during the last two months of gestation in 
either the breech or the occiput presentation, could 
stretch certain muscles while the opposing group 
would become contracted. Thus, with the knees 
flexed and the feet dorsiflexed, the calcaneus de- 
formity is assumed, and if maintained over several 
weeks without change, the infant is born with po- 
tentially flat feet. Likewise, if the feet are plantar- 
flexed and inverted the equinovarus deformity re- 
sults. We have interrogated several hundred moth- 


ers of children with foot deformities treated in the 
Geisinger Memorial Hospital and Foss Clinic, and 
in the Crippled Children’s Clinic, and have found 
that in almost all instances the mothers had very 
little amniotic fluid and the parts of the baby were 
easily palpable. In such a closed sac with little space 
for change of position, these common deformities 
occur. 

Under proper treatment most of these acquired 
deformities can be corrected within a few weeks, 
provided they are diagnosed at birth or soon after. 
Delay of several months in diagnosis means pro- 
longing the period of corrective treatment. To tell 
parents that a baby will outgrow such deformity in- 
dicates a lack of understanding of these problems. 


Calcaneus Deformities 


Calcaneus deformities are encountered most fre- 
quently. They are characterized by excessive dorsi- 
flexion in valgus, neutral, or varus position, with a 
contraction of the flexor group of muscles, while 
the calf muscles are stretched and weak. Later, 
when the child stands, the entire foot pronates; in- 
stead of an arch there is a fleshy prominence, and 
the child is usually retarded in his ambulation. 
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Figure 1a (top). Standing position shows typical pronated feet 
in the calcaneovalgus type of deformity. Note the deep shin 
wrinkles on the outside of the ankle. 1b. Illustrates a calcaneo- 
valgus type of foot and the method of stretching this foot, down- 
ward and inward. 


Figure 2. Bilateral calcaneovarus feet. Stretching exercises for 
these would be downward and outward. 


Normally, a child should walk at eleven to fourteen 
months, depending on several other factors. The 
lack of power in the calves and the poor balance 
exhibited in the calcaneus deformities may retard 
walking for several months. Many of these children 
walk with a pigeon-toed gait which gives them better 
balance despite the fact that their feet pronate 
(Figures la, 2, and 3). 

The treatment of these problems depends upon 
the age at which the diagnosis is made. In the first 
three or four months, stretching exercises carried 
out by the mother will often completely correct the 
deformity. The foot is stretched in the opposite di- 
rection; that is, the calcaneovalgus foot is stretched 
into the equinovarus position (Figure I-b.) A dili- 
gent mother doing this several times daily can com- 
pletely correct the deformity in early infancy. In 
resistant cases and in deformities seen in infants 
four to nine months old, equinovarus casts are fre- 
quently employed for a three-week period and are 
reapplied if necessary. These exercises and casts 
will overcome the contracted or tight dorsiflexor 
muscles and will allow the calf muscles to assume 
their normal tonicity, so that the plantar reflex will 
cause the child’s foot to plantar-flex and invert. For 
very resistant feet, we occasionally use Denis- 
Browne splints, especially as night splints to main- 
tain overcorrection of the feet (Figure 4a). The bar 
is bent to hold the foot in equinovarus position, and 
a special strap is placed across the dorsum of the 
foot to hold the heel in the shoe. 

When the child of seven to ten months of age 
begins to stand and walk in his playpen, the mother 
is advised to purchase rigid-soled shoes. These may 
be supplemented with longitudinal arch supports. 

If the child is first seen at about eighteen months 
of age, not only longitudinal arches are placed in 
the shoes, but inner sole and heel wedges may also 
be added to keep the feet in an overcorrected posi- 
tion. If the child toes out while walking, the wedge 
may be placed only on the heel. Occasionally when 
the child toes in, a wedge may be placed on the 
outer sole to help the child balance and eventu- 
ally walk with better foot posture. The wedges are 
usually inserted into the layers of the leather sole, 
or they are nailed on the outside of the sole; they 
vary in thickness from ¥% to 4% inch (Figure 3). 

Shoes play a very important part; they must be 
constructed to stand the stress of the wedge and 
extra pads. Leather soles and brown leather uppers 
are best. When the foot has gained its normal shape 
and when the child is about two years old, low shoes 
or oxfords may be used and are preferable to high 
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shoes in most instances. If both wedges and arch- 
supports are used, the oxford must fit well at the 
heel to prevent the foot from slipping out of the 
shoe, and to hold the foot, and especially the heel, 
in the overcorrected or varus position. Generally 
speaking, the younger the child when correction is 
started, the earlier the correction will be achieved. 
If treatment is started when a child is two years 
old, one and a half to two years of constant treat- 
ment will be needed for a good result. 


Talipes Equinovarus (Clubfoot) 


Clubfoot occurs in varying degrees of severity 
(Figures 5a and b). Treatment should be started as 
soon as the baby has begun to gain weight, usually 
about two weeks after birth. Stretching the clubfoot 
into the corrected position may be useful prior to 
the application of corrective casts. 

Cast Technique. The skin is painted with tincture 
of benzoin from the toes to the knee. Two strips of 
elastoplast are applied, one circularly around the 
leg below the knee, and the other around the toes. 
The skin between this adhesive plaster is wrapped 
with sheet wadding. Felt pads are placed over the 
pressure sites (medial forefoot and lateral midfoot) 
and the plaster rolls are applied. The foot is held in 
as much correction as possible while the plaster is 
applied and while it hardens. Similar techniques are 
used for other deformities except where wedging 
casts are indicated; then elastoplast is used to cover 
the entire lower leg and foot. 

The initial cast is applied without exerting too 
much pressure to correct the deformity. This is 
known as the “softening-up” cast since it seems to 
relax the previously taut ligaments and muscles. 
Starting with the second cast, the foot is molded 
into almost as much correction as possible, and this 
method is continued with each weekly cast change. 
The varus deformity is corrected first, and this is 
followed by the correction of the short Achilles ten- 
don (equinus). Actually, as the foot becomes over- 
corrected, both varus and equinus deformities are 
corrected simultaneously (calcaneovalgus). Early in 
the course of treatment, the cast is changed each 
week. This procedure continues until the deformity 
has been well overcorrected; then a retention cast 
is applied and allowed to remain on the foot for 
about three weeks. In a growing infant the cast may 
become too tight if worn longer. 

Denis-Browne Splints. We have not used this 
splint to correct clubfoot deformity, not because of 
the method, but because of the complications which 


Figure 3. Corrective shoes for 
congenital flat feet with longi- 
tudinal wedges extending from 
the heel to the toe on the inner 
aspect of the foot, plus the 
longitudinal arch supports. 


Figure 4a (below, top). [/lustrates the use of shoes attached to a 
Denis-Browne splint to correct the calcaneovalgus deformity. 
These may be used up until walking age and may also be used 
for night splints. 4b (below, bottom). Illustrates the Denis- 
Browne splint used with clubfoot shoes with the bar bent to hold 
the foot in an overcorrected position. This type of appliance is 
used after the feet have been completely overcorrected by casts, etc. 
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Figures 5a and b. Illustrate the front and rear views of 
typical talipes equinovarus or clubfeet. 


Figure 6. Illustrates the cor- 
rective type of shoe with fore- 
foot adduction to keep the foot 
in abduction assisted by lateral 
sole wedges. 


- 


Figure 8. Reveals the type of 
corrective shoes which are worn 
after the foot has been corrected 
by stretching or casts. Average 
height shoes may be used ef- 
fectively by reversing. 


Figures 7a and b. Classical varus deformities of the anterior 
half of the foot. Metatarsus-varus. 
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may arise in patients living at great distances. How- 
ever, we do use this splint (Figure 4b) to great ad- 
vantage in the late treatment before the child walks, 
and for a night splint and after the deformity has 
been corrected. 

Shoes are riveted into the splint and the bars are 
bent to maintain the overcorrected position of the 
feet at all times. The shoes must fit well, and in in- 
fants the shoes should have an ankle strap to help 
hold the heel in the shoe. If the heel slips up in 
the shoe, a rocker-foot will develop. Night splints 
should be continued until there is no tendency of 
the deformity to recur and the feet to remain in 
an overcorrected condition. When the child is 
ready to walk, special corrective orthopedic shoes 
should be worn (Figure 6). 

It is essential at the very beginning to inform the 
parents of the importance of careful, repeated ob- 
servations by the physician in charge. This period 
of observation extends from infancy to adolescence. 

Recurrence of the deformity, or the tendency of 
the deformity to recur, will necessitate further treat- 
ments. Wedging casts may completely correct a 
very rigid foot, but once the deformity has recurred, 
maintenance of correction is often difficult. 

Transplantation of the anterior tibial tendon to 
the lateral side of the foot has proved a very effective 
measure in these cases, thus allowing continuous 
correction at any early age and preventing the often 
inevitable triple arthrodesis at ten or twelve years of 
age. This procedure is technically simple and trans- 
plants a medial deforming factor into a strong cor- 
rective lateral factor. At the time of this transplant 
the posterior tibial tendon, which also causes the 
varus deformity, may be lengthened or cut. 

We have not resorted to lengthening the Achilles 
tendon in any of our cases in the past four years, 
thus eliminating the ultimate scarring and rigidity 
of the heel cord and the atrophy of the calf. 

Triple arthrodeses are necessary in the late equi- 
novarus deformities where structural changes make 
the previously mentioned types of treatment im- 


OCCULT CANCER OF THE BREAST 


Tue first sign of carcinoma of the breast is not always a palpable mass. Physicians should be on 
the alert for discharge from the nipple, erosion of the nipple, retraction or edema of the skin over 


possible. This operation corrects the deformity but 
further shortens an already short foot. 


Rotation Deformities 


When a child starts to walk, many peculiar gaits 
are exhibited, some of which remain quite constant 
with or without foot deformities. Pigeon-toed and 
duck-footed, or abduction gaits, are often due to 
contractures found in the hips. These rotation con- 
tractures may cause severe internal or external rota- 
tion of the feet. Stretching exercises may be of some 
aid. Wedges on the soles of the shoes may also help 
the child to walk with good foot posture. Many of 
these cases may be mistaken for tibial torsion—a 
finding which we believe to be rather rare. One 
should always be on the lookout for dislocated hips 
in these children with abnormal gaits. X-rays of 
the hips will be of diagnostic aid and will often 
be a comfort to the parents and relatives. 


Metatarsus Varus 


Adduction and inversion of the forefoot with a 
normal rear foot is quite common and usually may 
be corrected with casts (Figures 7a and 6). The pe- 
riod of treatment is usually prolonged, because the 
diagnosis is delayed until the child begins to walk. 
Early corrective casts are applied; occasionally in 
the later cases, wedging casts, followed by correc- 
tive shoes. We frequently employ reversed shoes 
(left shoe on right foot), or advise special corrective 
shoes (Figure 8). In the milder cases, lateral sole 


wedges of 3% to % inch may be employed. 


Deformities of the Toes 


There are many types of these deformities, the 
more common being webbed, absent, supernumer- 
ary, and over-riding toes, and hallux valgus and 
varus. These are usually individual problems and 
may require expert advice as to treatment. 


the breast and enlargement of axillary nodes, any one of which signs may indicate mammary car- 
cinoma even in the absence of a palpable mass in the breast.—W. T. Frrrs, Jr., and R. C. Horn, 


J.A.M.A., 147:1429, 1951. 
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Lipoid Pueumonia 


LipolD PNEUMONIA (oil aspiration pneumonia) re- 
sults from the aspiration of animal, vegetable, or 
mineral fatty material. The type and severity of 
the pulmonary reaction are determined by the 
character of the aspirated oil. Animal oils, such 
as cod liver oil, milk fat, and lard, are highly ir- 
ritating and produce an intense acute inflamma- 
tion with edema and necrosis. Vegetable oils, 
such as olive oil and the iodized sesame and 
poppy seed oils used in bronchography, cause 
practically no reaction. The presence of mineral 
oil in the alveoli produces a slow fibrous prolifer- 
ation in the alveolar septums advancing to the 
stage of fibrous nodules which may be diffuse or 
localized, the latter having the appearance of a 
circumscribed tumor mass referred to as “‘paraf- 
finoma.” 

Lipoid pneumonia is not as uncommon in 
adults as was formerly thought. In infants and 
children the offending agents are cod liver oil and 
other vitamin-containing oils, milk, and mineral 
oil, while in adults mineral oil is usually respon- 
sible. Oil aspiration pneumonia may occur follow- 
ing the oral or nasal administration of oil, 
especially when there are predisposing factors 
which favor its aspiration. In adults the disease is 
encountered especially in debilitated, recum- 
bent, and elderly patients, as well as in those 
having any pathologic process which interferes 
with opening the mouth, chewing, or swallowing. 


Figure 1 (top). Bi-basilar lipoid pneumonia resulting 
from long-continued use of nose spray containing 
mineral oil. Figure 2 (middle). Solitary right mid- 
lung “tumor” representing circumscribed lipoid 
pneumonia (“‘paraffinoma’”’). In this case the disease 
resulted from nightly ingestion of mineral oil. 
Figure 3 (bottom). Diffuse bilateral lipoid pneumonia 
due to forced feeding of cod liver oil to an infant. 
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The habitual use of mineral oil as a laxative in 
these patients has accounted for a high per- 
centage of cases. It is important to recognize, 
however, that healthy, ambulatory adults without 
any predisposing conditions may develop this 
disease from the continued oral use of mineral 
oil. In infants debility, cleft palate, bulbar palsy, 
cerebral birth injuries, congenital neurologic 
disorders, tracheobronchial fistula, laryngeal 
paralysis, and esophageal disease may be present, 
but more frequently forced administration of fats 
and oils of animal origin to weak and debilitated 
infants, and attempts at feeding in comatose 
states, are responsible. 

There are no characteristic signs or symptoms. 
Clinical manifestations may vary from the dra- 
matic findings in severe acute bronchopneumonia 
to the completely asymptomatic group whose 
disease is discovered on physical examination, 
routine x-ray examination, or at autopsy. Recur- 
rent pulmonary infections, clinically indicative 
of bronchopneumonia, should suggest the pos- 
sibility of lipoid pneumonia. Low-grade bron- 
chial or pulmonary infection in lipoid pneumonia 
may closely resemble bronchiectasis, chronic 
bronchitis, and tuberculosis. At times the clin- 
ical picture simulates that seen in bronchiogenic 
carcinoma. 

There is no pathognomonic roentgenologic 
picture, the varied findings depending upon the 
type and amount of oil administered as well as 
the mode of aspiration. The x-ray may be normal, 
yet postmortem examination may reveal lipoid 
pneumonia. Prominence of the bronchovascular 
markings in the lower lobes may be the only 
finding. Nodulations may appear along the lung 
markings. A small, basal infiltrative process, re- 
sembling bronchopneumonia but more sharply 
defined, may be seen. As the process advances, 
the infiltrations coalesce into an area of ground- 
glass density or a circumscribed density (paraf- 
finoma). These lesions are most commonly found 
in the lung bases, especially the right, lie close 
to the heart, and extend from the hilum to the 
diaphragm. Occasionally, the process appears 
first in the upper lobe, but usually with upper 
lobe involvement the basilar lesions are well es- 
tablished. The x-ray appearance, therefore, varies 
from irregular linear and nodular infiltrations to 
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dense, homogeneous consolidation. The shadows 
do not change greatly from month to month except 
in the presence of superimposed infection. When 
the acute infection is controlled, the proliferative 
lung process continues to show progression. 
Early infiltrations may disappear with the aboli- 
tion of the aspiration of oil; however, the large 
densities remain even after the oil aspiration is 
discontinued. Compensatory emphysema may be 
found. 

The diagnosis of lipoid pneumonia depends 
upon the maintenance of a strong suspicion of 
the disease when obvious explanations of a par- 
ticular clinical picture and x-ray appearance are 
not confirmed. Most of the common pulmonary 
diseases may be simulated by lipoid pneu- 
monia, and many may be present as complica- 
tions. A history of the use of an oil should be 
sought when a unilateral or bilateral basal process 
of unestablished etiology is found. This is 
especially true when a disturbance in deglutition 
exists or when the patient is debilitated. How- 
ever, it should be re-emphasized that the disease 
may be found in completely asymptomatic in- 
dividuals. The x-ray appearance does not estab- 
lish the diagnosis. Slow alteration especially in a 
lower lobe lesion, a bronchopneumonia which 
fails to resolve or does so very slowly, and x-ray 
findings out of proportion to clinical manifesta- 
tions demand an intense investigation for lipoid 
pneumonia. 

Confirmatory tests are based on the finding of 
oil droplets in the sputum or by aspirations of 
the affected lung. 

Treatment is directed toward abandonment of 
the use of oil and the management of associated 
pulmonary infection. 


Figure 4. Fat stain of sputum in patient whose x-ray is 
shown in Figure 3. The round black areas are col- 
lections of stained fat. 
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symptoms 
MILD REACTION 


Weakness 
Dyspnea 

Cold moist skin 
Nausea 

Tarry stool 


SEVERE REACTION 
Hematemesis and Melena 
Pulse—rapid and weak 
Fainting 

Shock 


diagnosis 


Hematemesis 
Melena 


Bright blood 
Dark blood 
Occult blood 


History of above symptoms 
Rapid pulse 

Drop in blood pressure 
Anemia 


treatment 


Bed rest 

Sedative 

Transfusions 

Antacids 

Food 

Tamponade for esophageal bleeding 
Surgery (rarely) 


Practical Therapeutics 


MASSIVE HEMORRHAGE OF UPPER GASTROINTESTINAL TRACT 


BY LOWELL D. SNORF, M.D. 
Northwestern University Medical School, Chicago 


In THIs discussion, “gross” or “massive” bleeding 
implies that a large amount of blood has been lost, 
in sufficient quantity to result in a profound effect 
on the person’s physiology. In contemplating the 
importance of massive hemorrhage, it is necessary 
to speculate on the influences of any type of hemor- 
rhage from the upper tract. Hemorrhage of even 
mild degree, when recognized, should be accepted 
as potential gross hemorrhage, and should imply 
the possibility of a massive hemorrhage at any time. 
For purposes of this discussion, this must be under- 
stood since the general management of all of these 
patients is essentially the same. 


Symptoms 


I have seen people who have continued working 
for a number of days after bleeding began, whose 
friends were more and more conscious of the in- 
creasing pallor, and except for unexplained weak- 
ness, the individual was not conscious of a great 
blood loss until the physician fortuitously was 
brought into the picture. I have had men come to 
my office seeking advice for heart trouble because of 
excessive weakness, palpitation, and shortness of 
breath, and only after careful examination and seri- 
ous consideration is the true nature of the trouble 
discovered. Such patients should be taken very 
seriously, since they may ultimately go into shock 
from additional rapid bleeding. 

One of the most dramatic pictures, never to be 
forgotten, is for the young physician to be hurriedly 
called to the home of a patient unconscious in the 
bathroom, blood on the wall and floor, and in and 
over most of the clothing. As a result, the members 
of the patient’s family, petrified by the fear of death, 
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see only one outcome of such a frightful spectacle. 

It is important to stress the various symptoms 
which may result from a gross hemorrhage of the 
upper gastrointestinal tract. It is important because 
unexplained anemia, exhaustion, and chronic neu- 
rasthenia may be properly explained on rational 
grounds, and gross hemorrhage thus suspected can 
usually be readily diagnosed and treated. . 

At times the patient turns pale, feels weak, and 
faints. Unexplained black stools appear that at first 
may or may not be observed or, if noticed, continue 
to be unexplained. Breathlessness, palpitation, and 
weakness which accompany hemorrhages are con- 
fused with infections and heart trouble. Vomiting of 
dark or bright blood may be the clue to the above 
symptoms. 

The symptoms of severe and massive hemorrhage 
are reflected in the signs of shock—syncope; rapid, 
thready pulse; fall in blood pressure; increased rate 
and depth in breathing. It is difficult to estimate the 
blood loss, since a blood count shortly after a hem- 
orrhage is very inaccurate, and estimates by the fam- 
ily or other observers are not to be relied upon. 

The degree of effect from massive hemorrhage 
may be estimated on the basis of the following signs: 


MILD: Pale and fatigued, history of black stools; no change in 
either blood pressure or pulse. 

SEVERE: Fainting, rapid pulse, low blood pressure; hematemesis and 
melena; moderate shock. 

DANGEROUS: Systolic blood pressure at 70 or below; pulse rapid, 
compressible, and thready; blood loss continuous and in large 
amounts; poor response to continuous transfusions; signs of vas- 
cular collapse. 


Evidence of air-hunger, pallor, and cold sweats 
are signs of impending shock. Shock is character- 
ized by a profound fall in blood pressure, cyanosis of 
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Figure 1. A large gastric ulcer was discovered by x-ray after a 
massive hemorrhage had exsanguinated an apparently well- 
nourished man. The large crater disappeared completely after 
proper ulcer management. 


the fingers and lobes of the ears, rapid breathing, 
and rapid, thready pulse. 


Causes of Hemorrhage 


Eighty per cent of cases of massive hemorrhage 
result from peptic ulceration (Figure 1). A review 
of the history with the patient or with the family 
regarding previous indigestion, epigastric distress, 
or information obtained from previous x-ray exam- 
inations is important in the diagnosis; but on the 
theory of probability, peptic ulcer will be the usual 
cause of bleeding. Acute gastritis, esophageal vari- 
ces, cancer of the stomach, esophageal hiatus her- 
nia, blood dyscrasias, and benign tumors must be 
thought of as occasional causes of severe bleeding 
(Figure 2). 

The relative frequency of causes of severe hemor- 
rhage from the upper gastrointestinal tract in one 
hundred consecutive patients taken from my own 
service is shown as follows: 


Peptic ulcer of the stomach or duodenum... . . 


Acute erosive gastritis or undetermined ........ - 6 
Esophageal hiatushernia . . ee cee 


Blood dyscrasias. . ..... 


It has been estimated that at least 25 per cent of 
patients with peptic ulcer have a sizable hemorrhage 


at some time or other in their lives. Considerable 
difference of opinion is expressed by various ob- 
servers as to the mortality rate and the treatment of 
bleeding peptic ulcer. Death in patients less than 
45 years old is practically negligible, but opinions 
differ regarding the older age group. These differ- 
ences depend upon the types of patients included in 
a study. For our purpose we are concerned with any 
patient who has had enough blood loss to be recog- 
nizable, since recognizing and treating a mild hem- 
orrhage may avoid a more serious one later. We are 
very careful to appraise the effect of hemorrhage on 
the basis of mild, severe, or dangerous, as outlined 
above. 

Massive hemorrhages in older patients may be the 
result of erosion of a sclerotic artery which fails to 
contract, and thus continues to bleed. A blood clot 
forms with greater difficulty in these sclerotic ves- 
sels and therefore, subjected to the trauma from 
peristaltic activity, vomiting, and digestive action of 
the gastric juice, has little chance of providing firm 
closure of the vessel (Figure 3). 

This brings up a matter which is extremely im- 
portant to the discussion of management of an 
acute hemorrhage. It has been repeatedly said that 


Figure 2. This film demonstrates a large esophageal hiatus her- 
nia that had caused repeated hemorrhages. Several were mas- 
sive. The patient, a 68-year-old, overweight female, has now 
been free of symptoms for a period of seven years. Emphasis 
was placed on a reduction diet. 
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many people die from hemorrhage after twenty-four 
or forty-eight hours of bleeding. It is at once evident 
that if the bleeding occurs from an open sclerotic 
vessel pouring out blood, the patient would suc- 
cumb long before that time, unless there were some 
clot forming from time to time. It would seem there- 
fore that our business, as managers of this critically 
ill patient, would be to control the digestive action 
of the gastric juice and to minimize trauma from 
vomiting. If the clot can be protected, bleeding 
should cease. 

The mortality rate is influenced by the state of 
nutrition before the hemorrhage occurred, the 
amount of blood loss, the level of blood proteins and 
electrolytes, and the age of the patient. The over-all 
mortality in gross hemorrhages does not run much 
above 5 per cent. If we refer only to patients who 
develop shock and who are in the old-age group, 
then the mortality may be expected to be higher. 
However, as I stated above, I think it is unreason- 
able to let the high mortality of massive hemorrhage 
influence the type of treatment which, in general, 
would seem to be applicable to all types of gross 
hemorrhage. 

Of the 260 patients with gross hemorrhage occur- 
ring over a period of twenty years in the Evanston 
hospital, and studied by Turnbull, only four died. 
He concluded that one of the factors that influenced 
the unusual mortality rate was that these were, for 
the most part, private patients in a relatively well- 
to-do area. It should be noted that 10 per cent of 
the total were of an indigent group. This group va- 
ried from 5 years to 80 years of age. It is my impres- 
sion that other factors than the nutritional state 
played a part in the successful management of this 
group, namely that of a well-supervised and thor- 
oughly conversant group of house officers and staff 
members who were managing the patients. It should 
be added that a number of patients referred to have 
had elective surgery since. 

For the first twenty-four or forty-eight hours, the 
cause of the bleeding need not concern the physi- 
cian too much. We are concerned with the manage- 
ment of shock by restoring red cells and blood vol- 
ume. As a matter of fact, it is very difficult to decide 
exactly what has caused the hemorrhage, and prob- 
ably by the time one can decide, it is too late to re- 
sort to emergency surgery. I find no particular sym- 
pathy with those who recommend surgery immedi- 
ately for an apparently exsanguinating hemorrhage. 
If bleeding results from a large eroded sclerotic ves- 
sel, the patient is likely to be dead within a short 
time, perhaps even before transportation to the hos- 
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Figure 3. This ulcer occurred in a woman aged 80 who bled to 
death from her first known massive hemorrhage. A large 
sclerotic artery was found in the center of the ulcer. The ulcer 
was not recognized until the post-mortem. 


pital can be arranged, and certainly before adequate 
amounts of blood can be obtained for transfusion. I 
realize that this has some of the characteristics of 
heresy, but I have been so convinced by the excel- 
lent results obtained by a more conservative ap- 
proach that I am forced to oppose the very radical 
surgical intervention so commonly recommended. 

Benign tumors, such as leiomyomas, rarely ac- 
count for severe hemorrhage. I have never seen one 
cause death from acute blood loss, although I have 
seen three whose hemorrhage resulted in severe 
shock. These patients should be operated upon 
when a diagnosis has been made and preoperative 
care has been properly instituted. 

Massive hemorrhages from a duodenal divertic- 
ulum, a Meckel’s diverticulum, or a hemangioma of 
the stomach or jejunum are also very infrequent. 
The general management of all these conditions is 
essentially the same. After the hemorrhage is brought 
under control, a careful study is carried out to ar- 
rive at a proper diagnosis. Then, accordingly, sur- 
gery is instituted where indicated. 


Bleeding Esophageal Varices 


Hemorrhage from this source is common in cir- 
rhosis of the liver. It results from ruptured or ulcer- 
ated esophageal varices, which develop from portal 
hypertension. The mortality is high, and the prog- 
nosis is grave. Transfusions are usually necessary, 
sedatives are given, and tamponade for compression 
of the varices is instituted. 

A method reported on within the past few years 
has proved to be unusually helpful. This method 
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Figure 4. This x-ray film shows a number of varices in the 
esophagus in a white man, aged 68, who has cirrhosis of the 
liver. He has had numerous exsanguinating hemorrhages re- 
quiring as much as 3,000 cc. of blood by transfusion, plus 
treatment by compression tamponade. This has seemed to have 
been a life-saving measure. 


employs an apparatus adapted from a Miller-Abbott 
tube and further modified by attaching a balloon to 
the lower end and inflating it in the lower portion 
of the esophagus and upper part of the stomach. 
The tube, pulled up tightly, is fastened to the nose 
and cheek, resulting in a firm pressure of the dis- 
tended bag against the bleeding veins of the esoph- 
agus. After eighteen to twenty-four hours the bag is 
deflated to see if bleeding recurs. Gelfoam and buf- 
fered thrombin may be swallowed. 

The bag and tube are left in place, and if bleed- 
ing does recur, the bag can be distended and ad- 
justed as before. Our success with this method has 
been very gratifying so far (Figure 4). 


Hemorrhage from Peptic Ulcer 


Early Treatment. The general plan of treatment 
to be set forth is based on experience with patients 
in and out of the hospital. It is clearly evident that 
the lesions most frequently responsible for massive 
hemorrhages are benign ulcers of the stomach or 
lesions that will require fairly similar care. Consid- 
eration, therefore, will be given to the treatment of 
benign hemorrhaging ulcer. The treatment is pri- 
marily medical. 

The patient should be placed at bedrest at home, 
or, if the hemorrhage is obviously severe in an older 


individual, care should be arranged at the hospital. 
The promptness with which such care is given and 
attention to small details will, in a large measure, 
determine the outcome of the bleeding. The patient 
should not be allowed out of the bed, he should be 
given every assurance that the bleeding will cease, 
and he should have sedation to minimize his mental 
shock. When possible, the patient should be placed 
in a hospital, but whether in a hospital or at home, 
the first consideration should be sedation, and the 
second, the treatment of shock, if any is present. 

Arrangements should be made for immediate typ- 
ing and cross-matching of all possible donors. It is 
not necessary to pour large quantities of blood into 
a bleeding patient unless there is evidence of con- 
tinuing loss of large amounts of blood. In order to 
have some impression of the amount of blood lost, a 
red cell count and hematocrit value should be ob- 
tained. Granted that these tests do not give a very 
accurate estimation of the blood loss immediately 
after hemorrhage, they are a basis for subsequent 
comparison. The blood pressure and pulse rate are 
recorded frequently as a guide to the progress of the 
patient. 

If the patient has fainted and regained conscious- 
ness rather quickly, ordinarily one can be content 
with giving 250 cc. of whole blood twice daily. In 
the early stages of hemorrhage, it is sometimes well 
to let nature take its course. For example, the orig- 
inal drop in blood pressure may aid in controlling 
bleeding. 

On the other hand, if the patient shows signs of 
shock, then somewhat more strenuous action must 
be taken. Before transfusion is arranged for, seda- 
tion should be given. Ascertain, when possible, if 
there is any known drug idiosyncrasy. The old re- 
liable morphine sulphate, % to 4% grain, is still in 
common use. It may be given by injection to con- 
trol nervousness and apprehension. Morphine, how- 
ever, is often a very treacherous drug and may in- 
crease vomiting, which can very promptly undo all 
the good that a program has been set up to accom- 
plish. 

I believe that barbiturates are better tolerated 
than the opiates. Sodium phenobarbital, 2 grains, 
intramuscularly, may be repeated every four to six 
hours to secure necessary relaxation. Atropine sul- 
fate should not be given for the first forty-eight to 
seventy-two hours because of the discomforting side 
effects that it frequently induces. When the patient 
begins to eat, atropine (1/150 grain) or Banthine 
may be given to control the gastric acidity. 

The blood pressure should be recorded at once 
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and checked every two hours, or more often when 
there is doubt as to the progress of the patient. I 
prefer to depend upon the quality of the pulse rath- 
er than measurement of the blood pressure for a 
simple and perhaps more accurate evaluation of the 
patient. If the skin is warm and the pulse, although 
fast and perhaps thready, cannot easily be com- 
pressed, the pressure is probably not falling, and 
bleeding is either much less or stopped, or the 
blood loss is being well covered by transfusions. A 
pulse which is full and hard to compress is a good 
sign, while a thready, rapid, easily compressed one 
suggests more bleeding or poor control over shock. 

No one will argue the reasonableness of transfu- 
sions, since the giving of adequate amounts of blood 
minimizes the certain damage from anoxia, espe- 
cially in older patients, improves well-being and 
shortens convalescence. Nevertheless I agree with 
the implied caution of a recent author who has wise- 
ly stated: “Excessive zeal in transfusion is as objec- 
tionable as failure to promptly appreciate its needs.” 
When gross hemorrhage is first recognized in a pa- 
tient who shows no signs of shock, but whose blood 
pressure has fallen, immediate transfusion may be 
withheld in order to give the normal adjusting 
forces a chance to operate. 

Despite a very strong feeling that all bleedings 
from the gastrointestinal tract should be managed 
conservatively with no more than a minimum amount 
of blood, there are times when desperate measures 
are in order, when large amounts of blood must be 
given as a life-saving measure to the patient with ex- 
treme shock and vascular collapse. If there are signs 
of the loss of a considerable amount of blood, 500 
cc. of whole blood is given over the course of several 
hours. If the pulse continues rapid and weak and 
the blood pressure falls, transfusions up to 1,000 to 
2,500 cc. of whole blood should be given within 
twenty-four hours. When blood must be conserved, 
it may be necessary to employ plasma or 5 per cent 
glucose in normal saline solution. Plasma should 
not be given in a larger amount than three pints to 
one pint of whole blood. 

If shock is present, whole blood may be given at 
the rate of 5 to 10 cc. per minute, and continued 
until the blood pressure is stabilized, the skin is 
warm, and there is no further sign of vascular col- 
lapse. 

If the bleeding continues to be severe, as much as 
20 to 40 cc. per minute may be necessary. As a rule, 
when shock is so great and bleeding so obviously se- 
vere, the surgeon may attempt an exploration. It 
should be remembered that rapid transfusion stim- 
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ulates circulation, which may result in further 
bleeding. When blood is freely available and an ex- 
perienced surgeon with excellent facilities and as- 
sistants is standing by, surgical exploration may be 
recommended to a small, selected group of patients. 

Later Treatment. When the acute loss of blood is 
stopped, as determined by the general appearance, 
the return of the pulse rate to normal, and a rise in 
the blood pressure, an antacid program should be 
instituted. I usually recommend that the patient 
take calcium carbonate in an amount up to 2 Gr. 
every hour, if nausea is not increased. 

Calcium is begun as soon as the patient finds he 
can take anything by mouth. Our program has been 
dominated by one specific theory—antacid to con- 
trol action of the digestive juice so thai a clot can be 
expected to form at the site of the hemorrhage. 

It is surprising how well the patient tolerates 
either calcium carbonate or aluminum hydroxide 
gel, early in the hemorrhage. We have never felt 
that the early use of large feedings should be en- 
couraged, but we do insist upon a method of neu- 
tralization of the acid, plus frequent small servings. 
If the hemorrhage proves to be moderate, and all 
signs indicate cessation of hemorrhage, 1 or 2 
ounces of whole milk or 1 teaspoonful of powdered 
gelatin may be given. Foods and antacids are prefer- 
able to starvation. 

If nausea and the vomiting of blood occur after 
this regimen has been started, it is more likely the 
result of either unusual emotional reaction or intol- 
erance to one or more of the injected medications, 
rather than a reaction to medication taken by mouth. 

Occasionally if the ulcer is producing marked ob- 
struction, as suggested by previous night distress or 
from previous x-ray examination, a continuous as- 
piration with the Wangensteen apparatus may be 
instituted in spite of the active hemorrhage. Re- 
moval of excessive gastric secretion may result in 
prompt relief of the hemorrhage and the attendant 
distress from dilatation of the stomach. 

When vomiting ceases, a practical routine is: 


MILK—30 to 60 cc. every hour from 7:00 A.M. to 10:00 P.M. and 
at 2-hour intervals throughout the night. 
CALCIUM CARBONATE, 2 Gr. [ —every hour from 7:30 
or A.M. to 10:30 P.M. and at 
ALUMINUM HYDROXIDE GEL, 15 + 2-hour intervals at night, 
to 30 cc. preferably taken with the 
milk. 
MAGNESIUM TRISILICATE, 2 Gr. ( —to be substituted for the 
or calcium carbonate in suf- 
MAGNESIUM CARBONATE, 2 | ficient frequency to pre- 


vent constipation or rectal 
impaction. 
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This program is usually continued for three to 
four days, after which other soft foods can be added, 
such as farina, Cream of Wheat, soft-cooked egg, 
custard, corn-starch pudding, flavored gelatin, ice 
cream, and cream soups (strained). One feeding is 
given the first day, and then one of these foods is 
added daily, until six feedings are given. At times 
powdered gelatin is a good substitute for milk feed- 
ings. 

Vitamin supplements are also necessary. Ascorbic 
acid (500 mg.) and vitamin-B complex (injectable) 
are given intravenously daily, until it is ascertained 
that they will be well tolerated by mouth. Then they 
are replaced with powdered brewer’s yeast (15 Gm. 
three times daily) and ascorbic acid (100 mg. twice 
daily). 


Indications for Surgery 


What should be our attitude toward surgery in 
this often serious emergency? An editorial in the 
British Medical Journal in 1934 summarizes very 
well the attitude of many of us today: ““The subject 
is a debatable one, but in the absence of any really 


Figure 5. This is the x-ray film of the stomach of a man 
42, who had five previous massive hemorrhages from a 
duodenal ulcer. These hemorrhages were cared for by 
different physicians and indifferent management. At the 
time of the last and most severe hemorrhage, he was re- 
ferred to my service for immediate treatment and consid- 
eration of surgery. He presented conditions which would 
justify operation. Because there was such a tremendous 
overlay of psychic disturbance, he was again managed 
medically. His progress was extremely satisfactory and no 
hemorrhage occurred for a period of eight years, at which 
time moderate melena was recognized. He has had no 
further trouble to date. 


trustworthy guide to prognosis at an early stage 
(after which the information becomes less and less 
valuable), most surgeons are likely to maintain the 
attitude that it is not justifiable to endanger the 
safety of many in the hope of saving a few.” 

This editorial, in referring to the attitude of man- 
agement of severe gastric hemorrhage, recognized 
what has always seemed so palpably evident, that it 
isn’t possible to predict the outcome of any patient 
when he is first seen. Advising immediate operation 
to avoid fatality can too easily increase mortality far 
beyond that expected from nonsurgical procedures. 
This argument is certainly true unless a surgical 
team of experience and judgment is immediately 
available, and then surgery should not be contem- 
plated until there has been adequate consultation, 
weighing the advantages and disadvantages (Fig- 
ure 5). 

Until better surgical methods are devised, or 
more accurate prognostic techniques are developed, 
intelligent, fearless, rational medical management 
is to be recommended. After the acute episode has 
passed, surgery may be properly considered. 

The following are reasonable indications: 

1. Failure to diagnose, exploration when in doubt. 

2. Recurrence of severe hemorrhages. 

3. Marginal ulcer. 

4. Carcinoma of the stomach. 

5. Diagnosis of Meckel’s diverticulum, leiomy- 
oma of stomach, other lesions not likely to respond 
to a medical regimen. 

6. Splenectomy for hypersplenism. 


GP e Volume V, Number 4 


2 


Cips from Other Journals 


Emotions and Thrombophlebitis 


ScHNEIDER has shown that patients with recurrent 
thrombophlebitis readily develop hypercoagulabil- 
ity and increased viscosity of the blood in response 
to emotional, as well as physical, stress (Am. J. M. 
Sc., 222 :562, 1951). Such propensity of the blood to 
clotting was provoked by subjecting patients with 
recurrent thrombophlebitis to stressful interviews, 
and was invariably observed, except in a patient 
whose recurrent thrombophlebitis seemed to be re- 
lated more directly to his having polycythemia vera. 

Patients having psychosomatic disorders without 
thrombophlebitis did not show a similar reaction of 
the blood clotting mechanism and blood viscosity to 
emotional stress, with the exception of a group of 
patients with hypertension. In this latter group, 
there was characteristic shortening of clotting time 
and elevation of blood viscosity when the emotional 
response was accompanied by a significant elevation 
of blood pressure. 


Cortisone in Experimental Tuberculosis 


EvIDENCE is accumulating that Cortisone exerts a 
harmful effect on human beings and animals with 
tuberculosis. Karlson and Gainer demonstrated that 
untreated control guinea pigs infected with tubercle 
bacilli and similarly infected guinea pigs given Cor- 
tisone were found to have extensive tuberculosis in 
the lungs, liver, and spleen (Dis. of Chest, 20:469, 
1951). In infected guinea pigs treated with strepto- 
mycin, there was almost a complete absence of vis- 
ible tuberculous lesions. However, when both strep- 
tomycin and Cortisone were administered, only two 
of eight animals responded satisfactorily. The other 
six guinea pigs had tuberculous lesions comparable 
to those seen in the untreated control guinea pigs or 
those to which Cortisone had been given. 

In the animals treated with streptomycin and 
Cortisone, the administration of Cortisone appeared 
to prevent the localization and healing of the tuber- 
culous process. Cortisone had no inhibitory effect 
on streptomycin in vitro. 
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Incidence of Leukemias 


From a review of the literature and an analysis of 
212 cases of acute leukemia of their own, Dausset 
and Schwarzman believe that age and sex have an 
important influence upon the frequency and cyto- 
logic types of human leukemias (Blood, 6:976, 1951). 
The relationship of these various factors is shown 
graphically in the accompanying diagram which is 
a modification from the authors’. They believe that 
there is an equilibrium between lymphoid and 
myeloid tissue so that hyperplasia of one brings 
atrophy of the other. They emphasize that lymphoid 
leukemias are rarely observed between the ages 18 
and 50—during the period of reproductive activity 
—while myeloid leukemias predominate in this 
period. These facts, plus the knowledge that ACTH 
or Cortisone inhibit the lymphoid system, lead 
Dausset and Schwarzman to suppose that the endo- 
crine system has a definite influence in the develop- 
ment and evolution of the leukemias. 


Anoxia in Pulmonary Emphysema 


Persons who live at high altitudes or patients with 
cyanotic congenital heart disease have anoxia, 
which causes polycythemia and an increase in 
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hemoglobin content of the blood. This increase in 
the hemoglobin content of the blood enables the ar- 
terial blood to carry more oxygen to the tissues. 

Wilson, Borden, and Ebert studied the adaptation 
to anoxia in chronic pulmonary emphysema (Arch. 
Int. Med., 88:581, 1951). Most patients with this dis- 
ease fail to display an increase in the hemoglobin 
content of the blood in response to anoxia. Chronic 
bronchial infection and repeated attacks of pneu- 
monia are commonly associated with pulmonary 
emphysema. Chronic infection is known to depress 
hemopoiesis. The authors believe that the most likely 
explanation for the absence of the usual hematologic 
response to anoxia in pulmonary emphysema is the 
presence of such infections. 


Choked Disks from Cord Tumor 


Love, Wagner, and Woltman report three cases 
which demonstrate that tumors of the lower part of 
the spinal cord may rarely cause sufficient blockade 
of cerebrospinal fluid to provoke choking of the op- 
tic disks (Arch. Neurol. ¢ Psychiat., 66:171, 1951). 


Posthypoglycemic Coma 


Tue effects on cerebral function of prolonged hypo- 
glycemia have been studied with special techniques 
in four patients by Fazekas, Alman, and Parrish (Am. 
J. M. Sc., 222:640, 1951). All of the patients had de- 
veloped hypoglycemic coma as a consequence of in- 
sulin treatment for diabetes mellitus. In each in- 
stance there was a striking reduction in cerebral 
metabolic rate. The authors believe that this was 
due to irreversibly impaired activity of cerebral cells, 
as a consequence of their having been deprived of 
their only source of energy (carbohydrate) for an 
appreciable length of time. 


Blood Pressure Variations in the Arms 


Ruecer has reported the results of measuring the 
blood pressure in each arm of 755 consecutive pa- 
tients (Ann. Int. Med., 35:1023, 1951). Adopting a 
difference of 10 mm. or more as significant, the 
author found a significant systolic variation in the 
two arms in more than one-half of the cases. There 
was a significant diastolic variation in over one-third 
of the cases. Most of the higher readings were ob- 
tained in the right arm. 

Rueger makes two practical points: (1) When the 
blood pressure is being followed repeatedly, it is 
well to use the same arm consistently in interpreting 


changes. (2) There are many individuals in whom 
the difference in the blood pressure readings in the 
two arms may make the difference between accept- 
ance or rejection for insurance if only the blood 
pressure is considered. 


Intravenous Iron 


AN EVALUATION of the use of saccharated iron oxide, 
a colloidal suspension of ferric chloride and sucrose, 
for the treatment of iron deficiency anemia has been 
reported by Holly (Blood, 6:1159, 1951). Prepara- 
tions of iron previously available for intravenous ad- 
ministration have provoked toxic reactions of such 
severity as to make intravenous iron therapy imprac- 
ticable. However, such objectionable toxic reactions 
do not follow the use of saccharated iron oxide. 

Among the indications for intravenous iron ther- 
apy, Holly lists intolerance for iron administered by 
mouth, imperfect absorption of iron from the gastro- 
intestinal tract, need for rapid relief of iron defi- 
ciency anemia as in the latter months of pregnancy. 
Hematologic response to therapy with saccharated 
iron oxide was good in all but two of the twenty- 
three cases in which Holly used it. In those two 
cases, continued blood loss counteracted any extra 
hemoglobin synthesis in the bone marrow. 

At present for the usual case of iron deficiency 
anemia, he recommends a 500 mg. total dose, to be 
given as three single daily doses of 100 mg., 200 mg., 
and 200 mg. respectively. 


Trichinosis Treated with ACTH 


Davis and Most observed a patient very seriously ill 
with trichinosis, who showed dramatic subjective 
improvement following the administration of ACTH 
(Am. J. Med., 11:639, 1951). Histologic muscle 
preparations obtained serially during and subse- 
quent to the administration of ACTH, demonstrated 
that muscle invasion was unaffected by ACTH, but 
that the acute inflammatory process, particularly 
the diffuse myositis, was altered. There was no evi- 
dence of larvicidal effect. ACTH appeared to modi- 
fy the body’s reaction to the products of the larvae 
or to the invasion of muscle by the larvae. 


Infarction of the Stomach 


In view of the abundant vascular supply and excel- 
lent anastomoses of the stomach circulation, it is not 
surprising that infarction occurs infrequently. Co- 
hen has demonstrated, by means of four case re- 
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ports, that infarction of the stomach may occur 
when there is an impairment of the arterial circula- 
tion to the stomach, in the presence of congestive 
heart failure or other impediment of the venous 
circulation (Am. J. Med., 11:645, 1951). 


Dramamine for Psychogenic Vomiting 


Kap.an, Hirsch, and Flowers have reported the case 
of a patient whose psychogenic vomiting was con- 
trolled by administration of Dramamine, 50 mg. 
three times a day (New England J. Med., 245:934, 
1951). The vomiting was on the basis of a conver- 
sion hysteria and had been so serious that psycho- 
therapy was greatly handicapped. When Drama- 
mine was administered, the emesis promptly stopped, 
thereby enabling the physician to begin intensive 
psychotherapy. Response to psychiatric treatment 
was such that when Dramamine administration was 
stopped, no further vomiting occurred. 


Fibrocystic Lung Disease 


THE etiology of fibrocystic disease of the pancreas 
and its associated pulmonary lesions remains ob- 
scure. Royce describes the course of a baby with 
fibrocystic lung involvement as beginning with a dry 
cough (Pediatrics, 8:255, 1951). Within a short 
time there are clinical signs of bronchopneumonia 


and progressive emphysema. The final stage is sup- 
puration and cyanosis. In this author’s experience, 
since the advent of antibiotic therapy, the incidence 
of cor pulmonale in these infants has increased 
strikingly. He believes this is because more of them 
now live long enough for the emphysema to impose 
significant right heart strain. 


Cardiac Thrills 


A PAINSTAKING study of cardiac thrills has been re- 
ported recently by Counihan, Rappaport, and 
Sprague (Circulation, 4:716, 1951). The first part of 
their study was concerned with an objective, quanti- 
tative, experimental determination of the sensitivity 
of the fingers to palpable cardiac thrills. The sec- 
ond part of their study was an investigation of the 
physical properties of murmurs which produce 
thrills. They concluded that the detection of a thrill 
adds no information in clinical diagnosis which can- 
not be learned more readily and more accurately by 
listening to the murmur which is producing the 
thrill. They made the obvious conclusion that a car- 
diac thrill is a matter of academic curiosity. 
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Evaluation of Healed Colles’ Fractures 


In a final evaluation of sixty Colles’ fractures treated 
at the Jefferson Medical College Hospital, Gartland 
and Wesley found unsatisfactory results in 31.7 per 
cent of cases (J. Bone & Joint Surg., 33A: 895, 
1951). The fractures had been treated by closed ma- 
nipulation, usually under local anesthesia. Immo- 
bilization by anterior and posterior plaster splints 
in a position of palmar flexion and ulnar deviation 
for two weeks was followed by further splinting in 
neutral position for about four more weeks. 

The authors felt that this method of immobiliza- 
tion was inefficient and inadequate, based upon the 
fact that 60 per cent of the cases, when re-examined 
eighteen months after injury, showed that healing 
had occurred in a position typical of a fresh, unre- 
duced Colles’ fracture. Furthermore, the original 
reduction in all cases had been inadequate. The 
type of Colles’ fracture incurred bore a definite re- 
lationship to the end results obtained, since a fairly 
high percentage of unsatisfactory end results was 
found in the cases with comminuted fractures. 
Moreover in comminuted Colles’ fractures, the 
threat of traumatic arthritis was always present. 


Leptospirosis 


THE value of various antibiotics has been tested by 
Hall and his associates in the treatment of sixty- 
seven cases of human leptospirosis (Ann. Int. Med., 
35 :981, 1951). The authors mention that previous 
investigations of this problem have been mainly in- 
conclusive. In their own study, separate groups of 
patients were treated with chloramphenicol, aureo- 
mycin, penicillin, terramycin, streptomycin, or a 
combination of aureomycin and streptomycin. The 
clinical course of the disease in each group was com- 
pared with that in a group of patients who received 
no special treatment. They concluded that none of 
the antibiotics were particularly effective, and they 
doubt whether any of the antibiotics employed in 
this study are worthy of future use in the treatment 
of patients with leptospirosis. 


Pregnancy and Chronic Ulcerative Colitis 


From their study of nineteen cases in which pregnan- 
cy occurred in association with chronic ulcerative co- 
litis, Kleckner, Bargen, and Banner conclude that 
pregnancy has an adverse but unpredictable effect 
on the clinical course of chronic ulcerative colitis 


(Am. J. Obst. & Gynec., 62:1234, 1951). The colitis 
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seldom had any influence on the pregnancy, but 
there were a number of instances in which the co- 
litis became worse than it had been previously, or in 
which the colitis started with the onset of preg- 
nancy. Therefore, in spite of the fact that there were 
other cases in which remission from colitis was as- 
sociated with pregnancy, the authors believe that 
patients with chronic ulcerative colitis should be ad- 
vised to refrain from becoming pregnant unless a re- 
mission of the disease has been present for a long 
time. 


Subglottic Membrane 


OccasIonatLy after endotracheal intubation for ad- 
ministration of an anesthetic, obstruction of the air- 
way results from the formation of a subglottic mem- 
brane. Three cases of this kind are described by 
Etsten and Mahler (New England J. Med., 245 :957, 
1951). The complication has its onset twenty-four 
to forty-eight hours after endotracheal anesthesia 
and produces a clinical picture identical with laryn- 
geal edema. The diagnosis can be made only by en- 
doscopy which discloses an adherent membrane in 
the subglottic area and an absence of laryngeal 
edema. When the membrane is removed through a 
bronchoscope, the manifestations of laryngeal ob- 
struction are promptly relieved. Tracheotomy is not 
necessary after complete removal of membrane. 


Pneumoperitoneum for Tuberculosis 


ARTIFICIAL pneumoperitoneum has become a pop- 
ular method for treating pulmonary tuberculosis. 
This technique provides relaxation of the lung, and 
affords pulmonary rest by limiting the motion of the 
diaphragm. In the experience of Elliott and Blair, 
pneumoperitoneum was effective treatment in 88.7 
per cent of patients (Dis. of Chest, 20:520, 1951). 
They do not feel that phrenic nerve crush should be 
used routinely in association with pneumoperito- 
neum. A reduction of the vital capacity occurred in 
these patients but it was not a significant amount, 
rarely being more than 10 per cent. Complications 
from artificial pneumoperitoneum were extremely 
infrequent. 

In over 10,000 refills performed by the authors, 
they occasionally encountered fluid in small amounts, 
but in no case did peritonitis appear. No evidence 
of air embolism was encountered. In no case was 
pneumoperitoneum discontinued because of a com- 
plication directly attributable to the pneumoperito- 
neum. 


Reconstruction of the Trachea and Bronchi 


Trauma, tumors, tuberculosis, and other infections 
may narrow the lumen of the trachea and large 
bronchi. Reliable reconstructive procedures are de- 
sirable to restore function and prolong life without 
unwarranted sacrifice of lung tissue, according to 
Paulson (Am. Rev. Tuberc., 64:477, 1951). Wire- 
reinforced dermal grafts are advantageous for tra- 
cheobronchial reconstruction, because the dermis is 
readily available from the patient’s back and it is 
thick, tough, pliable, and elastic. It holds sutures 
well and does not tear on being pierced with a nee- 
dle as does fascia or pleura. It forms a rapid, air- 
tight closure along the suture lines, and with wire- 
reinforcing the graft acquires the necessary rigidity 
for the tracheal or bronchial wall. With the cut sur- 
face of the dermis facing the tracheal lumen, an ideal 
surface, rich in vascular and lymphatic channels, is 
presented for the ingrowth of the lining epithelium. 


Restoration of Diaphragmatic Function 


Tue effect of cross union of the vagus and phrenic 
nerves upon function of the paralyzed diaphragm 
has been reported by Brown and Satinsky (Am. J. 
M. Sc., 222:613, 1951). Operating upon dogs, the 
investigators sutured the proximal stump of the 
severed vagus nerve to the distal fragment of the 
severed phrenic nerve. Within a period ranging 
from fifteen to 138 days, function of the paralyzed 
half of the diaphragm was restored and was roent- 
genoscopically normal in some instances. It is be- 
lieved that this procedure may be applicable in hu- 
mans who have developed respiratory muscular pa- 
ralysis as a consequence of poliomyelitis. They em- 
phasize, however, that the operation would have to 
be done before there are irreversible atrophic chang- 
es in the muscle, due to long-standing paralysis. 


Strangulation of the Intestine 


Sometimes when intestinal obstruction can be re- 
lieved surgically, the surgeon nevertheless remains 
in doubt as to whether or not the strangulated loop 
of bowel is viable. Realizing that some part of the 
reduced blood flow to the affected loop is a conse- 
quence of arterial spasm, Nathan recommends the 
use of sympathetic block as an aid in determining 
the viability of the intestine (Rev. Gastroenterol., 18: 
493, 1951). 

An injection of 1 per cent procaine solution into 
the celiac ganglion, or into the edge of the intestine 
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and along the vessels, eliminates the factor of ar- 
terial spasm. If the injection is followed by an im- 
provement in color, pulsation, and peristalsis of the 
intestine, Nathan believes that conservative meas- 
ures are justified. On the other hand, if such im- 
provement is not observed, bowel resection would 


be indicated. 


Pilonidal Sinus Follow-up 


IN A statistical review of their results in 171 patients 
subjected to surgery for pilonidal cysts and sinuses, 
Palumbo and his co-workers compared the rates of 
recurrence in cases treated by the open method, by 
marsupialization, and by primary closure (Arch. 
Surg., 63:852, 1951). Although the number of pa- 
tients treated by the primary suture technique was 
small (five), only 75 per cent were cured, as com- 
pared with 94.7 per cent cured by the open method 
(151 patients). The authors favor the open method, 
with packing. This is in agreement with Kleckner’s 
survey, (Ir. Am. Proct. Soc., 37:166, 1936) which 
revealed that 87 per cent of members of the Amer- 
ican Proctologic Society preferred the open tech- 
nique. 


Recurrence After Inguinal Herniorrhaphy 


In a recent editorial (Surg., Gynec. & Obst., 93:641, 
1951), Thieme has estimated the recurrence rate 
following repair of indirect hernias to be from 3 to 
6 per cent, and of direct hernias, from 5 to 11 per 
cent. With each new type of operation recommend- 
ed in the literature, new low recurrence figures are 
cited. The author points out that many such re- 
ports are based on three- to five-year follow-ups, 
whereas an additional 25 per cent of recurrences 
may appear five to ten years after operation. He 
suggests that improved results attributed to new 
techniques are more often due to the fact that the 
author has made himself a better surgeon. Closer 
attention to old principles—careful closure of the 
internal ring and attachment of the first stitch to the 
pubic spine—is more important than the develop- 
ment of new technical methods. 


Tantalum Gauze in Ventral Herniorrhaphy 


A REviEw of forty-five cases of ventral hernia re- 
paired with the aid of tantalum gauze has been re- 
ported by Flynn and others (Ann. Surg., 134:1027, 
1951). All were large hernias in which tantalum was 
used because of the danger of recurrence if usual 
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methods of repair had been used. In all cases an at- 
tempt was made to repair the hernia first, and use 
the tantalum mesh for reinforcement of the suture 
line, but in many instances this could not be accom- 
plished. In such instances the tantalum covered the 
defect and was sutured to strong fascia around its 
edges. 

Chromic catgut sutures were used in all but six 
cases, in which braided tantalum wire was utilized. 
Two patients in whom the mesh was used in low 
midline incisions complained of postoperative su- 
prapubic pain. This was controlled in one instance 
by repeated local injections of procaine and in the 
other by removing the lower end of the gauze which 
overlay the pubis. Five patients developed serum in 
their wounds, three of which became grossly infect- 
ed, but all healed satisfactorily with the tantalum 
still in place. There was only one recurrence in the 
midline above the area covered by the gauze mesh. 


Surgical Risk After Myocardial Infarction 


AN EVALUATION of the effects of major surgical op- 
erations in patients with healed myocardial in- 
farction has been made by Hannigan and associates 
(Am. J. M. Sc., 222:628, 1951). The fifty-eight 
patients who were the subject of this study had 
varying degrees of cardiac involvement. Some of 
them were under treatment for heart failure at the 
time of operation. All of the surgical procedures 
were of the major type, most of them being done 
because of cancer. There was a mortality rate of 
5.2 per cent, which compared favorably with the 
3.4 per cent mortality among 260 “control” pa- 
tients, 60 to 71 years of age, subjected to similar 
major surgical procedures. 

The operations themselves did not appear to 
aggravate the heart disease. However, the incidence 
of cardiorespiratory complications was extraordi- 
narily high (24.1 per cent). Many such complica- 
tions were in the patients who had been subjected 
to surgery on the head and neck. Nevertheless, the 
authors had the impression that the complications 
were attributable more to the type of anesthesia 
(thiopental sodium) than to the surgery itself. 

There were four instances of acute myocardial 
infarction after operation, with one death. A number 
of the patients needed large amounts of fluids in- 
travenously, including blood. They tolerated their 
infusions quite well. The intravenous fluid was 
given slowly in all instances, and the patients were 
watched for appearance of congestive heart failure. 

The incidence of postoperative complications 
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also seemed to be related to the length of the surgi- 
cal procedure and to the presence of cardiac en- 
largement. There was no apparent relationship to 
sex, age, cardiac classification, age of infarct, angina, 
or hypertension. 


Tuberculosis in General Hospitals 


Jacoss feels that every general hospital, no matter 
how large or small, can help eradicate tuberculosis 
in its own community (Dis. of Chest, 20:545, 1951). 
For this program to be effectively accomplished, 
three factors must be stressed: (1) early diagnosis 
by routine chest x-ray examination; (2) proper iso- 
lation of infectious patients; and (3) prompt treat- 
ment of those found to have active pulmonary tu- 
berculosis. 

Routine x-ray examinations of all admissions to a 
hospital result in a greater yield of tuberculosis 
than in the population at large. People who are sick 
and enter a hospital for relief are more likely to have 
tuberculosis than those who merely come to a trailer 
for an x-ray examination. In addition, a higher in- 
cidence of advanced tuberculosis is found in hos- 
pital surveys than in routine community surveys. 

It is possible to isolate effectively tuberculous pa- 
tients in a general hospital without elaborate facili- 
ties. The institution too small to have a separate 
isolation wing can designate one or two rooms for 
this purpose. Even the ordinary private room of a 
hospital can be suitably arranged as a contagious 
disease unit. 

In a general hospital there is an excellent oppor- 
tunity to start treatment immediately after the diag- 
nosis is established. By starting treatment early, 
often a prolonged sanatorium stay can be avoided. 
With the shortage of hospital beds for the treatment 
of tuberculosis in many portions of this country, the 
general hospital has an important part to play in the 
program of eradicating tuberculosis. 


Delivery After Cesarean Section 


THE management of labor and delivery in patients 
who had undergone a previous Cesarean section 
has been discussed by Wilson (Am. J. Obst. e& 
Gynec., 62:1225, 1951). In the total experience with 
943 patients, 365 were delivered vaginally and 578 
by repeat sections. There were fifteen instances of 
rupture of the uterine scar; in about half of such 
cases there had been a record of previous puerperal 
or wound infection. There was no maternal mor- 
tality with rupture, but a fetal mortality of 47 per 


cent. Six of the ruptured uteri were treated by 
hysterectomy, and nine by repair. Five had subse- 
quent successful pregnancies all delivered by 
section. 

The author recommends that in repeat sections, 
if the previous classical scar appears intact and 
sound, a low transverse type of operation should 
be performed. He makes a plea for better judg- 
ment regarding indications for Cesarean operations 
in primigravida, consisting of at least a trial labor 
if there are no extenuating circumstances. 


Follow-up Studies of Primary Tuberculosis 


Primary tuberculosis in children is always a po- 
tentially serious disease, according to Lincoln (Am. 
Rev. Tuberc., 64:499, 1951). This author has ob- 
served 622 consecutive cases of primary pulmonary 
tuberculosis, having the onset between the years 
1930 and 1940, and kept under observation until 
the present time. 

About one-fourth of the patients died as a direct 
result of the first infection with tuberculosis. Men- 
ingitis caused 60 per cent of these deaths, and 
there was an additional 10 per cent mortality from 
miliary tuberculosis without meningitis. Twenty- 
five per cent of the deaths were due to protracted 
hematogenous tuberculosis and to locally progres- 
sive primary tuberculosis, in approximately equal 
proportions. Streptomycin is indicated in primary 
tuberculosis when one of these four major compli- 
cations is present. 

Analysis was made of certain factors which in- 
fluence the prognosis of primary tuberculosis in 
children. More than half of the infants first diag- 
nosed when less than 6 months of age died of 
tuberculosis. Of the infants who were between 1 
and 2 years of age when tuberculosis was diagnosed, 
only 28 per cent died of the disease, while the 
mortality rate of children 5 to 9 years of age was 
14 per cent. 

Approximately 90 per cent of the deaths occurred 
within a year of the first diagnosis of primary tu- 
berculosis, 75 per cent within six months, and al- 
most 60 per cent within three months. Therefore, 
a child who has survived a year after a diagnosis 
of primary tuberculosis is unlikely to die from 
complications of the disease. The mortality rate 
in the children with the largest lesions was more 
than double the rate in children with small primary 
foci. 

Chronic pulmonary tuberculosis was seen in 8 
per cent of the survivors of primary tuberculosis, 
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and it occurred at intervals of one to fourteen 
years after the first infection. More than half of 
the cases occurred in adolescence and more than 
twice as many in females as in males. It can be 
seen that it is important to follow a child with a 
recent primary tuberculosis closely, in order to 
watch for complications during the first year after 
the infection has occurred. Even during the so- 
called “safe period” one year after infection to ado- 
lescence, it is desirable to examine and obtain 
roentgenograms of the child at intervals. It is 
particularly important to follow children regularly 
during the period of greatest incidence of chronic 
tuberculosis, that is at the onset of adolescence. 


Managing Inoperable Chest Cancer 


MeapbeE and Rasmussen record their experience in 
the management of cancer of the chest (J. Thoracic 
Surg., 22:490, 1951). In only 27 per cent of the 
cases of cancer of the lung was resection possible. 
As regards cancer of the esophagus, resections 
could be performed in only 32 per cent. When 
other types of chest cancer were added to the list, 
the prospects of operability were even worse. 

It is evident, therefore, that in the majority of 
cases of cancer involving the chest, the problem 
is one of management of patients for whom curative 
surgery is not practicable. Meade and Rasmussen 
feel that it is important for the patient to be told 
that various forms of nonsurgical treatment have 
sometimes been helpful. The authors give case re- 
ports of three patients with advanced extensive 
carcinoma of the esophagus. In one patient there 
were metastases in the liver and a hard mass in the 
pylorus. These patients were treated with nitrogen 
mustards and x-ray therapy. 

When there was marked esophageal obstruction, 
dilatation was carried out by means of a bougie. 
Treatment was effective, and considerable prolonga- 
tion of life was afforded the patients. Preliminary 
nitrogen mustard therapy was effective in prevent- 
ing the development of localized edema when x-ray 
therapy was subsequently used. 


Long-acting Heparin 


THE experience reported by Crane demonstrates 
that the action of heparin can be effectively pro- 
longed when it is used as a heparin-gelatin-dex- 
trose mixture, with the addition of ephedrine and 
epinephrine for their vasoconstricting action (New 


England J. Med., 245:926, 1951). This mixture 
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was used by daily intramuscular injections in 100 
patients with thromboembolic disease. 

The dose for an individual patient was deter- 
mined by performing a heparin tolerance test, in 
which 25 mg. of sodium heparin was given intra- 
venously. Clotting time measurements were ob- 
tained before the intravenous injection and at 
twenty, forty, and sixty minutes afterward. When 
the peak of the clotting time curve fell below twenty 
minutes, the initial dose of the heparin-gelatin- 
dextrose mixture was usually 300 mg. When the 
peak of the curve fell between twenty and fifty 
minutes, the patient was given 200 mg. of the drug. 
When the peak of the curve was over fifty minutes, 
a 100 mg. dose was used. About 75 per cent of the 
100 patients required a daily dose of 200 mg. 

There were only seven cases in which the treat- 
ment was judged to be a failure because of further 
pulmonary embolism or early recurrence of a deep 
venous thrombosis. In the remaining ninety-three 
cases the anticoagulant effect of the heparin-gelatin- 
dextrose mixture was satisfactory when given as a 
single daily intramuscular injection. Crane warns 
that this form of heparin should not be used in 
patients for whom lumbar sympathetic block or 
surgery may soon be advisable. Its prolonged 
action makes its use unwise in treating thiomboem- 
bolic disease in recently operated urologic, ortho- 
pedic, neurosurgical, or thoracic patients. 


Hypercholesteremia 


ADLERSBERG observed that young adults with coro- 
nary atherosclerosis often have an associated corneal 
arcus and abnormally high serum cholesterol (Am. 
J. Med., 11:600, 1951). Xanthomatosis is a familial 
syndrome characterized by the presence of hyper- 
cholesteremia, xanthoma, and cardiovascular dis- 
ease. The author’s studies indicate that this syn- 
drome is inherited as a dominant trait and that 
hypercholesteremia rather than xanthomatosis is 
the principal manifestation of the inherited factor. 
In many members of xanthomatosis families, the 
only manifestation of the disease may be coronary 
artery sclerosis at an early age, or a high level of 
serum cholesterol, or both. Another feature which 
may be found in relatively young persons belonging 
to these families is corneal arcus. 

There thus seemed to be many similarities be- 
tween familial xanthomatosis and uncomplicated 
coronary artery disease occurring in a young in- 
dividual. The working hypothesis was that familial 
xanthomatosis may represent only the extreme 
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degree of disturbed lipid metabolism, and that 
many patients with seemingly uncomplicated coro- 
nary artery disease might fall into a similar pattern. 
A study of fifty families of young adults with coro- 
nary atherosclerosis demonstrated the frequent 
presence of an abnormally high serum cholesterol 
level. Thus, the common factor among most young 
patients with coronary atherosclerosis appeared to 
be a hereditary disorder of lipid metabolism mani- 
fested by hypercholesteremia. Familial xanthoma- 
tosis appeared to be the severe form of the in- 
herited disturbance, while patients exhibiting only 
coronary artery disease represented the milder form 
of the same disturbance. 


Subcutaneous Administration of PAS 


PARA-AMINOSALICYLIC acid (PAS) is widely used in 
the treatment of clinical tuberculosis, being em- 
ployed most frequently in combination with strepto- 
mycin to delay the emergence of a bacterial popu- 
lation resistant to streptomycin. PAS has been used 
less frequently in the treatment of patients for 
whom streptomycin is not currently indicated. 
Serious reactions to PAS are infrequent, but many 
patients are made uncomfortable by gastrointestinal 
irritation. Often these persons are unable to ingest 
a sufficient amount of the drug to accomplish a 
therapeutic result. 

Patients who have recently been operated upon 
and those who are violently ill, unconscious, or 
unable to eat may require parenteral administration 
of PAS, and are likely to be those in greatest need 
of intensive and prolonged treatment. Fisher, 
Roberts, and Hinshaw describe their experience 
with the subcutaneous administration of large vol- 
umes of dilute solutions of sodium PAS, utilizing 
hyaluronidase to facilitate absorption of the fluid 
(Am. Rev. Tuberc., 64:557, 1951). For most situa- 
tions requiring parenteral PAS, they recommend 
that 12.5 to 18.75 Gm. of sodium PAS in a 1.5 per 
cent solution be given subcutaneously over a three- 
hour period, twice daily, eight hours apart. The 
concentration of PAS attained in the blood and 
cerebrospinal fluid is comparable to the levels noted 
after intravenous administration. 


Fat Embolism 


Two main groups of conditions are associated with 
fat embolism. The first group includes trauma to 
the adipose tissues of the body and the intravenous 
injection of oily substances. Trauma to adipose 


tissues includes injury to the osseous system, such 
as orthopedic operations and fractures of long bones; 
trauma to the subcutaneous and intermuscular fat; 
and trauma to fatty viscera. The second group, in 
which the etiologic connection is doubtful, in- 
cludes burns, poisonings, and natural causes of 
death producing fatty necrosis. 

Carreau and Higgins describe a case of fat em- 
bolism which followed fracture of the tibia and 
fibula and which was accompanied by pulmonary 
and systemic manifestations of fat embolism (Arch. 
Int. Med., 88:692, 1951). The clinical diagnosis of 
fat embolism is justified only if there is a history 
of an injury causing a fracture of a long bone or 
severe soft tissue trauma. An asymptomatic interval 
may precede the development of pulmonary and 
central nervous system manifestations. The temper- 
ature is usually 101° or higher, and may increase 
to 106°F. Cyanosis, dyspnea, moist rales, and blood- 
tinged expectoration may be found during the 
pulmonary phase of the disease. The systemic 
phase is characterized by cerebral manifestations 
such as headache, hallucinations, coma, spasm, 
tremor, or delirium. There may be alternate eleva- 
tion and depression of the conscious state. Petechial 
hemorrhages over the chest, abdomen, conjunctiva, 
and ocular fundi may be seen. The observation of 
fat globules in the retinal vessels is a valuable aid 
in the diagnosis. Microscopic examination of the 
last few cubic centimeters of a urine specimen may 
reveal the presence of fat droplets. A chest roent- 
genogram shows a diffuse floccular type of infil- 
tration. 


Preoperative Cortisone for Asthmatics 


Ir 1s often hard to prepare a severe asthmatic pa- 
tient for a major surgical procedure—especially for 
thoracic, upper abdominal, or renal surgery, which 
produce postoperative splinting of the diaphragm. 
Preoperative control of the patient’s cough and or- 
thopnea is advisable, to prevent postoperative com- 
plications. 

Prickman and associates have effected gradual 
control of severe asthmatic patients by administer- 
ing Cortisone in daily intragluteal doses of 100 mg., 
of corticotropin in doses of approximately 20 mg. 
three times daily (Arch. Surg., 63:647, 1951). In 
four cases, after treatment for two to four weeks, the 
patients underwent cholecystectomy, umbilical her- 
nia repair, or thyroidectomy without complications. 
The drugs were omitted for a few days before opera- 
tions, in order to ensure sound wound healing. 
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Information Please 


Di-basic and Tri-basic Calcium Phosphate 


Q. What are the relative merits of di-basic and tri-basic calcium 
phosphate? Will harm result from withholding all milk from a milk- 
sensitive child? 


A. Neither di-basic nor tri-basic calcium phos- 
phate is a good salt to use for calcium therapy. They 
are both relatively insoluble. All diets are high in 
phosphorus. Better calcium absorption is obtained 
by the use of the soluble calcium lactate or gluco- 
nate. Ten Gm. of calcium gluconate or 3 Gm. of 
calcium lactate will furnish approximately 1 Gm. of 
calcium, the amount contained in one quart of milk. 
Children who get no milk need supplementary cal- 
cium in the diet. 


Cortisone and Allergic Sinusitis 


Q. A 42-year-old white female with a chronic allergic sinusitis of 
ten years duration, and who has had a few attacks of asthma during 
the past ten years, is presently receiving Cortisone treatment for the 
alleviation of symptoms. She had a marked reaction to a bacterial 
vaccine just prior to starting the Cortisone therapy. How long is it 
advisable to wait after a course of Cortisone before starting de- 
sensitization therapy to this bacterial vaccine? 


A. Hyposensitization (desensitization is not a 
good term) to the bacterial vaccine may be started at 
any time, even though the patient is taking Corti- 
sone. However, it is advisable, in view of the marked 
reactions obtained prior to the start of the Cortisone 
therapy, to start with a dilute extract. I advise a 
1-10 dilution in normal saline or Coca’s solution 
and would give 0.1 cc. of this dilution, increasing it 
very slowly according to tolerance. These injections 
should be given at weekly intervals. 


Meanings of High Cholesterol Reading 


Q. A male patient, 56-years-old, has had a cholesterol reading of 
335 mg. per cent for the past two years. A few xanthomas are pres- 
ent on the skin below the lower eyelids. Despite a low fat and low 
cholesterol diet plus 12 Gm. choline daily for two years, it is still 335 
mg. per cent. Otherwise the patient shows no abnormality. Would 
you tell this man to forget about his high cholesterol reading? 


A. No. The high cholesterol value may represent 
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an inherent defect in metabolism. In this event you 
may be unable to alter the basic trouble, but there 
would be a continuing need for observation. The de- 
velopment of complications from arteriosclerosis 
may not be preventable, but they would certainly 
deserve detection and the symptomatic treatment 
which can be administered. 

At times hypercholesterolemia is secondary to an- 
other disease, and then may subside when the pri- 
mary disorder is corrected, as in the case of myx- 
edema. 


Danger of Papaverine Addiction 


Q. What are the narcotizing effects of papaverine hydrochloride? 
Is there a danger of addiction in the prolonged use of papaverine 
in the treatment of peripheral vascular disease, 100 mg. t.i.d., for 
two months? 


A. Although derived from opium, papaverine is 
not related chemically to morphine and the other 
narcotic drugs derived from opium. Hence, there is 
no danger of addiction to the prolonged use of pa- 
paverine. “Tolerance and addiction to papaverine 
are unknown.” (Pharmacology and Therapeutics, p. 
103, Lea and Febiger, 1951.) 


Loss of Male Hormone 


Q. What treatment can be given to a 27-year-old man having 
atrophied testicles since the age of 6 years caused by mumps orchi- 
tis? The patient has no pubic hair, a high-pitched voice, no beard, 
and soft effeminate skin. 


A. Substitution therapy for the loss of the male 
hormone is indicated in this patient in order to in- 
duce the development of secondary male character- 
istics. Since it is impossible to stimulate the testes 
to perform their normal function, one must depend 
upon the use of testosterone propionate as a substi- 
tution therapy. The drug may be given by injection, 
but is more economically administered in the form 
of pellets which are available commercially. Therapy 
is continued until the desired effects on the second- 
ary male characteristics are obtained; this may re- 
quire prolonged treatment. 
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Nerve Degeneration in Pernicious Anemia 


Q. Is there anything new in the treatment of the nerve degeneration 
of pernicious anemia—just to stop its progress or give some relief 
from the marked discomfort? I've checked all my sources and find a 
great deal of information on treatment of the blood picture, but 
nothing of value in halting the progress of the nerve degeneration 
that sometimes occurs in spite of apparently good treatment. | have 
an elderly female patient with this disease who is fairly easily main- 
tained in respect to her blood, but cord degeneration is progressing 
and | am at a loss to help her. Do you have any suggestions? 


A. It is now generally accepted that the progress 
of changes in the nervous system in pernicious ane- 
mia is halted by the administration of liver, liver ex- 
tract, or vitamin By. This is well documented in the 
literature. Thus, in Wintrobe’s Clinical Hematology, 
3rd Edition, 1951, page 405, it is advised that the 
patient receive an adequate supply of nutritive fac- 
tors by the consumption of a high vitamin diet of 
which whole liver forms an important part. In addi- 
tion, concentrated liver extract or vitamin By: should 
be given in usual or greater than average doses. 


Duration of Rabies Immunization 


Q. What is the duration of immunity following a course of seven or 
fourteen injections of rabies vaccine? Is any animal a chronic carrier 
of rabies, or do they all die within a few weeks if infected? Rabies 
is new to this state (North Dakota), and all varieties of rodents and 
predatory animals appear infected. 


A. The exact duration of immunization following 
a course of seven or fourteen days of rabies vaccine 
is unknown. The second course of prophylactic 
treatment should be given after six months from the 
primary course if dog bite or other exposure so de- 
mands. For all practical purposes animals die of ra- 
bies within several weeks. Exception to this state- 
ment might be the vampire bat, a problem which 
does not affect this country. 


Black Dermographism 


Q. Is there any significance in the frequently seen metallic salt dis- 
coloration of the skin produced by even brief contact with metals 
such as gold, white gold, silver, copper, or brass? A patient states 
that even using her Sterling at meals caused a greyish stain on her 
palms. She relates the onset to a short period of therapy with sodium 
salicylate about eight months ago for a mild arthritis. | discounted 
the drug as having any relationship, but could not do so with any 
conviction or authority. Was | correct? Just what is the cause, and 
why is it seen in some and not in others? 


A. The black discoloration due to contact with 
certain metals has been termed “Black Dermograph- 
ism.” It occurs most often in women wearing silver 
or cheap gold jewelry on powdered skin areas. Ac- 


cording to Urbach and Pillsbury (J.4.M.A., Vol. 
121, pp. 485-489, Feb. 13, 1943), the black lines are 
caused by metallic deposits and are a purely physi- 
cal phenomenon. 

While black dermographism is most commonly 
noted on the face due to the abrasive effect of face 
powder on metals, other dusts, notably street and 
factory dust, are also capable of preparing the skin 
for this reaction. 

The mechanism consists of the abrasion of fine 
metallic particles from the metal object by the pow- 
der residue left on the skin, provided the latter is 
harder than the metal used for the “writing.” A 
considerable amount of friction is necessary, and 
thickening of the horny layer of the skin is predis- 
posing. (Thus the volar surface of the hand, with its 
normal thickened keratin layer responds very read- 
ily.) Moisture and greasy skin interfere with deposi- 
tion of metallic particles by reducing friction. 

There is no evidence that drugs, hysteria, neuras- 
thenia, or endocrine disturbances play any role. 
Since dryness of the skin and dust or powder depos- 
its are necessary for the production of the phenom- 
enon, careful washing of hands followed by the ap- 
plication of a nonirritating, slightly greasy hand 
cream should prevent the palmar discoloration. 

In some instances, of course, discoloration may 
be due to rubbed-off material which has not been 
completely removed following the polishing of table 
silver or other metallic articles. 


Histamines in Gastric Analysis 


Q. | had been taught that the only accurate way to do a gastric 
analysis was with the use of histamine, particularly when there was 
an achlorhydria. Lately several men have told me that this is an 
unsafe practice and particularly unsafe to use as an office proced- 
ure. Are these statements founded on fact? If so, what possible un- 
toward reactions should be anticipated? 


A. It is true that the only accurate way to do a 
gastric analysis is with the use of histamine, because 
finding achlorhydria with a less powerful stimulant 
than histamine is not a dependable result. The use 
of 0.25 mg. of histamine (or 0.475 mg. histamine 
phosphate) will give satisfactory gastric stimulation 
and not produce unpleasant symptoms, as a rule. 


Formula for Gay’s Solution 
Q. Can you give me the formula for “Gay's solution,” used in treat- 
ing bronchial asthma? 
A. Dr. Gay’s medication consists of Fowler’s solu- 
tion (10 minims daily), potassium iodide (15 grains 
daily), and phenobarbital (34 grain daily) put up in 
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an aqueous solution. To this he adds a few minims 
per dose of Ta. digitalis for its “catalytic” effect, and 
a sweet syrupy vehicle or, a saccharine tablet, to 
render it palatable. The doses of Fowler’s solution 
and potassium iodide are modified according to the 
patient’s general health, age, weight, and nervous 
tension. In addition to this, he occasionally admin- 
isters calcium preparations and bile salt, the latter 
when needed for intestinal evacuation. In some in- 
dividuals sensitive to iodides, caution is indicated 
with this medication. 

Dr. Gay has published a pamphlet in which he 
outlines additional measures employed in his rou- 
tine. 


Long-continued Use of Saccharin 


Q. What detrimental effects, if any, result from long-continued use 
of saccharin as a sweetening agent? 


A. None. 


Pruritus Ani from Monilia 


Q. How can one best overcome the pruritus ani resulting from the 
intestinal overgrowth of Monilia, secondary to the use of antibiotics? 


A. The relation of infections with fungi (Monilia) 
or yeast-like organisms to proctitis, pruritus ani, and 
vaginitis or other dermal, oropharyngeal, gastroin- 
testinal, or pulmonary manifestations which some- 
times accompany or follow treatment with antibiot- 
ics is by no means clear. A causal relationship is 
strongly suggested by the clinical and bacteriologic 
findings in some cases. However, these manifesta- 
tions persist in many instances after return of a nor- 
mal flora and without resort to measures directed 
specifically against the fungi or yeast-like organisms. 
When heavy growths of these organisms are associ- 
ated with symptoms during administration of anti- 
biotics, cessation of such treatment is indicated, or a 
change to other agents may be necessary in cases 
where therapy for the underlying disease is imper- 
ative. 

Treatment with vitamins of the B complex (not- 
ably riboflavin), administration of iodides (potassi- 
um iodide) or of parahydroxybenzoic acid (Para- 
ben), and local applications of gentian violet have 
been recommended and used. The evidence for ben- 
eficial effects from any treatment other than the ces- 
sation of antibiotic administration is contradictory. 
Subsequent administration of the same or other an- 
tibiotics to the same patient, if needed for treatment 
of serious infections, will not necessarily result in 
recurrence of untoward manifestations. 
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Penicillin Dosage in Syphilis 


Q. | have a patient who was treated with bismuth and Mapharsen 
about six years ago. His blood serology recently was 64 KU. | am 
giving him 800,000 units of penicillin every other day. How many 
penicillin injections are usually required, and how soon should a 
spinal be done? | plan giving 12,000,000 units. 


A. The spinal fluid examination should be done 
now; in fact, in all patients in whom the history 
points toward latent or late syphilis, it is preferable 
to examine the spinal fluid prior to giving treatment. 
Such examination should include all four standard 
procedures, including a cell count on the freshly 
drawn fluid, a total protein determination, a col- 
loidal goid or equivalent examination, and a titered 
complement-fixation test. In the above patient, if 
the spinal fluid is positive, no completely routine 
outline of treatment can be advised. If, as is prob- 
ably the case, it is negative, the amount of penicillin 
contemplated should be adequate. Accumulating ex- 
perience would indicate that six to eight injections 
of 600,000 units each of a repository-type penicillin, 
given over a period of two weeks, is sufficient for 
most patients with latent syphilis. Careful examina- 
tion of the cardiovascular system, including an or- 
thodiagram and an electrocardiogram, is advisable. 
It is entirely possible, indeed probable, that the titer 
of this patient’s serologic test for syphilis will not 
show any significant change. If the spinal fluid is 
negative, and provided there is no evidence of any 
other type of late syphilis, no further treatment may 
be necessary. It is particularly advisable that long- 
continued treatment in an effort to influence the 
blood serologic test should not be undertaken; this 
will do more harm than good. 


Reducing Umbilical Herniations 


Q. We have been having entirely too many umbilical herniations in 
newborns. Probably more than 50 per cent of them persist at 2-3 
years of age. Can we cut down on the incidence of umbilical hernias 
by altering our delivery room technique? Are tape strapping or other 
devices advisable early in a protruding umbilicus? 


A. Small umbilical hernias are seen in a large per- 
centage of infants. For some reason which is un- 
known, the hernias are much more common in Ne- 
gro infants than in white. Negro infants also seem to 
have a greater incidence of diastasis recti than white 
infants at birth. The incidence of hernias is appar- 
ently unaltered by any method of caring for the um- 
bilical cord. Tape strapping and other devices for 
holding the recti together and obliterating the pro- 
truding umbilicus apparently have little effect on 
the hernia, and almost all tend to damage the skin 
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of the abdominal wall. If a child with a hernia has 
whooping cough or some other chronic cough, 
strapping may be advisable. It is difficult to see that 
the hernias which are strapped do any better than 
those which are left alone. 


ACTH and Female Sterility 


Q. Has ACTH been used in the treatment of sterility cases, particu- 
larly females? 


A. So far as can be ascertained, ACTH has not 
been used for this indication, although Cortisone is 
being tried in a few clinics, with no published re- 
sults as yet. In the present state of our knowledge, 
a physician would be unwise to include such potent 
substances in his treatment of sterility in female 
patients. 


Pupils of Unequal Size 


Q. | have been interested in pupil abnormalities in the apparently 
well infant, and after reading “Examination of the Apparently Well 
Baby” in the December issue of GP, would like to have some infor- 
mation on this subject. Are pupils of unequal size fairly normal in the 
infant? Is it due to a difference in accommodation of the eyes be- 
cause the infant tends to see objects out of one eye only at first? If 
it is not abnormal, when should the pupils begin to be equal in size? 


A. Pupils of unequal size (anisocoria) in the well 
baby are not rare. Vision and accommodation are 
usually normal. No definite cause can be assigned. 
Unequal illumination must be eliminated as a cause. 
The difference in size may improve with time but 
often persists indefinitely. Most infantile pupils are 
small until the age of a year. 

**Abnormal” anisocoria may be due to: (1) ab- 
sence of the dilator pupillae muscle in one eye 
(congenital miosis)—at times associated with a 
spasm of accommodation; (2) congenital mydriasis 
—cause not known; or (3) persistent pupillary 
membrane remnants—irregular pupil. 


Persistent Herpes Zoster 


Q. What treatment do you recommend for a man with persistent 
herpes zoster which has lasted more than a year? He has had 
aureomycin orally and in ointment form, B complex intravenously, 
pituitary extract intramuscularly, and Protamide many times. He 
still has one or two new lesions each month. The pain and dis- 
ability have been considerable. 


A. Since herpes zoster is usually an acute self- 
limited disease and this has been continued for over 
one year, it would be well to take all measures to 
rule out other factors that cause eruptive skin le- 
sions similar to herpes by irritation of the posterior 


root ganglia. More important among these are tu- 
berculosis, syphilis, metastatic cancer (usually from 
lungs), osteoarthritis of vertebrae, Hodgkins’ dis- 
ease, leukemia, syringomyelia, primary cord tumor, 
and arsenical intoxication. 

Therapeutic measures other than those already 
mentioned include (1) Chloramphenicol, (2) DHE- 
45 (1 cc. IM every other day for 1-2 weeks, (3) Sym- 
pathetic block mechanically with procaine, or with 
drugs which block the post-ganglionic sympathetic 
fibers such as Etamon and C-6 (hexamethonium), 
(4) Autohemotherapy (20 to 25 cc. of the patient’s 
blood taken from the arm and injected into gluteal 
muscle every 3-4 days). 

Finally, if the pain and vesicle formation are con- 
sistently in the same segmental distribution, skin 
undercutting, i.e., turning a skin flap, may be at- 
tempted for relief. 

If these measures fail, then more radical neuro- 
surgical procedures such as chordotomy or post- 
ganglionectomy may be considered. 


Treating Wassermann-fast Syphilis 


Q. What is the latest treatment for Wassermann-fast syphilis? 
Two cases treated with 9 million units of penicillin (300,000 units 
daily for 30 days) became negative and remained so for one 
year, following which they became positive again. 


A. The patients who became negative and stayed 
so for a year after receiving 9 million units of peni- 
cillin were presumably cured, for their treatment 
was “adequate” by modern standards, the word 
“adequate” possessing a definite technical meaning. 
Then they probably were reinfected. The treatment 
then would be to duplicate the treatment that cured 
them the first time. 

With respect to Wassermann-fast syphilis, the 
spinal fluid must be examined with special reference 
to (1) the cell count and types of cells; (2) the total 
protein; (3) the colloidal gold curve; (4) the qual- 
itative test for globulin, such as the Pandy test; and 
finally (5) the étered Kolmer test. The patient with 
normal spinal fluid who has received your 9 million 
unit course of penicillin is adequately treated and, 
whatever his blood test may be (unless its titer rises 
significantly, so as to suggest reinfection), may be 
let alone with respect to antisyphilitic treatment. If 
the spinal fluid is abnormal, doubling the dose of 
penicillin, and repeating the spinal fluid tests at in- 
tervals of six months to serve as a check on the 
effectiveness of the treatment, will in all probability 
be sufficient therapy to obtain clinical (if not 
serologic) cure. 
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TWO PROBLEMS—AND TWO DANGERS — 
IN THE FIELD OF MEDICAL ECONOMICS 


BY H. H. SHOULDERS, M.D. 
Nashville, Tenn. 


Tue last decade has witnessed the partial comple- 
tion of two great movements in the field of medical 
economics. One of these movements is focused on 
the task of creating hospital facilities in such num- 
bers and so located as to make beds available and 
readily accessible to all the people who live outside 
the larger centers of population—in towns and rural 
areas throughout the nation. The other movement 
centers on the task of making it possible for people 
of moderate means to finance the increased cost of 
the better medical and hospital services made avail- 
able and accessible to them. 


Hospital Surveys 


The state hospital advisory committees formed in 
all the states as a result of the passage of the Hos- 
pital Survey and Construction Act (The Hill-Bur- 
ton Law) have completed their surveys. They 
have decided upon the location of new hospitals. 
Progress is well advanced toward the establishment 
of an adequate hospital system in each of the hospi- 
tal areas that were established. Federal aid was made 
available for the construction of these hospitals, but 
federal aid ends with the completion of the hospital 
project. The operation of the hospital and the fi- 
nancing of its operations rest entirely upon the 
people in the community or area in which the 
hospital is located. 

As we all know, human flesh is heir to many forms 
of illness and injury. The vast majority of these can 
be properly treated in the facilities available at the 
community level. A small proportion of them require 
the use of special equipment and special skills which 
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This provocative article, by a former 
president of the American Medical 
Association, is an expression of the 
author's own opinions and is not to be 
interpreted as a reflection of the offi- 
cial views of the American Academy of 
General Practice. Frankly partisan in its 
approach, Dr. Shoulders’ article never- 
theless contains some important factual 
information that should be of interest 
to GP's readers in their endeavors to 
arrive at a rational decision concerning the current 
complex controversy on the problem of veterans’ medi- 
cal care. Reprints are available from the author. 
Author of “The Tennessee Plan” for veterans medical 
care, Dr. Shoulders is a ber of the House of Dele- 
gates of the American Medical Association and chair- 
man of the Committee on Veterans Affairs of the Ten- 
nessee State Medical Association. 


are available only in a larger medical center. But the 
hospitals in the different areas are so integrated, 
from the point of view of function, that a patient who 
needs the services of a hospital in a base area or an 
intermediate area, can be readily transferred. Thus, 
the services needed by the people in all areas are 
made available to them. 

As a result of this program, beautiful new hospi- 
tals exist in areas where they are most needed. Im- 
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provements have been made in hospitals which al- 
ready existed in some areas. Well-trained young 
physicians and surgeons are locating in these areas, 
because of the fact that facilities are now available in 
these areas for the delivery of medical and hospital 
services of high quality (Medical Economics, January 
1952, p. 74). 

This program has been temporarily halted for 
reasons we all understand, but it will go forward; it 
must go forward to completion if the people are to 
receive the best medical care possible at this time. 

Thus the problem of accomplishing a more equit- 
able distribution of medical care facilities (hospitals 
and physicians) is being solved with the aid of the 
federal government, but without the domination of a 
federal bureau in the operation of the facilities. 


Financing Through Insurance 


The other movement which is addressed to the 
problem of financing the increased cost of medical 
and hospital care has also made great progress. By 
the long and arduous process of trial and error it 
has been proven that the principle of insurance can 
be applied to the problem of financing the costs of 
medical and hospital care. It has been proved, also, 
that this can be done without doing violence to the 
freedom of the patient in matters pertaining to his 
or her medical care. 

The wide use of this method of financing the cost 
of medical and hospital care in cases of major ill- 
nesses, is now regarded as essential to the preserva- 
tion of freedom in medicine, and our American sys- 
tem of medical care. 

This program, also, is going forward at a rapid 
rate. It must not fail. 


The Price of Failure 


The failure of either one of these two great move- 
ments will result in the adoption of a program of 
government medicine in one or the other of two 
forms. 

It does look as ifall the people of the nation, those 
who live in large cities, as well as those who live in 
the smaller population centers and rural areas, 
would get behind these two programs with all their 
might. There can be no argument about the sound- 
ness of the two movements. They are designed to 
serve demonstrated needs. It is generally recognized 
that the success of both programs is essential to the 
solution of the two problems to which they are ad- 
dressed. 


Two Conflicting Movements 


Unfortunately, there are two movements which 
are in conflict with them, either of which could, and 
may, destroy both of these programs. One of these 
is the program to secure the enactment of a com- 
pulsory health insurance law. Such was the Wagner- 
Murray-Dingle Bill as advocated by Mr. Oscar 
Ewing. This bill, of course, is not insurance in any 
sense of the word “‘insurance”’ as it is used in this 
country, for the simple reason that the person who 
is supposed to be covered would not receive an in- 
surance contract at all. He would receive only such 
benefits as are provided by a government agency. It 
would be a program of government medicine. 

In the opinion of men who ought to know, there 
is little, if any, danger of this bill ever reaching the 
floor of the House or Senate during the present ses- 
sion of the Congress. That movement therefore can 
be dismissed for the moment. 

The other movement is in the form of an estab- 
lished system of government medicine administered 
by the Veterans Administration. It is undergoing 
rapid expansion, The expansion of this program is 
due to the fact that the World War Veterans Act 
was amended in such a way as to make it possible 
for a veteran with nonservice-connected disabilities 
to be admitted to a veterans’ hospital by signing 
Form 10-P-10 before a notary—in which it is 
stated he, the veteran, is unable to pay the cost of 
the medical service he needs. As a result of this act, 
veterans in all income levels are able to obtain ad- 
mission to veterans hospitals for all types of dis- 
ability. 

A task force of the Hoover Commission made the 
observation that additional hospitals are being built 
**deliberately”’ to make beds available for nonservice- 
connected cases. 

According to the Annual Report (1950, page 143) 
of the Administrator of Veterans Affairs, a total of 
577,715 patients of all types were admitted to VA 
and non-VA hospitals in the fiscal year 1950. Of 
this number 510,815 were general medical and sur- 
gical cases. 

A more recent report (Capitol Clinic, Jan. 29, 
1952) shows that 87.8 per cent of the general med- 
ical and surgical cases admitted were for disabilities 
which are not service-connected. Only 12.2 per cent 
were service connected. This figure obtains in spite of 
the fact that a war which has resulted in a large 
number of casualties has been in progress for more 
than eighteen months. 

A vast majority of the new hospitals planned and 
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under construction are general medical and surgical 
hospitals. 

There are, therefore, two different federal pro- 
grams operating in the hospital field. One program 
is to aid in the development of our civilian system of 
hospitals (The Hill-Burton Program). The other is 
an out and out system of government hospitals de- 
signed to serve the same people, for the same dis- 
eases and injuries that the general hospitals in our 
civilian system are designed to serve. There are con- 
flicts, competition, duplication, and waste as a re- 
sult of the operation of these two programs. 

There is now a contest between the two systems 
for survival. The civilian system lost the first round 
in this contest. The last Congress appropriated 
$350,000,000 for additional VA hospitals, and re- 
duced the appropriation for civilian hospitals from 
$150,000,000 to $82,750,000. 

In 1949 the President ordered a cut-back of 
16,000 beds in the VA program as a result of the 
report of the Hoover Commission. This action was 
seized upon by some senators as a reason for public 
hearings on the subject. A senate committee was 
formed to look into the matter. Senators Pepper, 
Humphreys, and Morse were the members of it. 
These men are consistent supporters of a govern- 
ment system of medical care. This action was not 
accidental. 


American Legion Survey 


The American Legion is conducting a survey at 
the present time. The following excerpt from the 
A. M. A.’s Capitol Clinic for November 27, 1951, 
gives an outline of the purpose of the survey, 

“American Legion’s survey of medical facilities 
is about half finished. It hopes the study will give 
some indication of areas where Veterans Adminis- 
tration could and should build and staff new hospi- 
tals. The survey will show just where there are emp- 
ty beds, and where shortages and surpluses of doc- 
tors and nurses exist. The Legion anticipates that 
the information will facilitate expansion of VA’s fa- 
cilities beyond the present 131,000 bed limit, an in- 
crease which the group has made one of its major 
objectives for 1952.” 

I, like some three million other citizens, am a vet- 
eran and a member of the American Legion. But I 
do not fail to recognize the fact that the Legion is 
sponsoring two movements which are in conflict 
with each other. One of these movements is to pro- 
mote Americanism. It is called “‘a crusade for free- 
dom.” The other movement is to build a govern- 
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ment system of medical care which can destroy the 
freedom in our civilian system of medical care by 
the process of encroachment. This government sys- 
tem of medical care already is one of the largest 
systems in the world. Without a doubt, it is the most 
potent threat to our civilian system of medical care 
that exists today. This is true for several reasons. 
Among them are: 

(1) Our civilian system cannot successfully com- 
pete with a government system for money, for per- 
sonnel, for materials, and for equipment. The fed- 
eral purse apparently is unlimited. The civilian 
purse is limited, very greatly by federal taxation. 

(2) One dangerous feature of this program is the 
fact that it can be carried forward under the guise 
of a benefit to veterans, and thus keep concealed the 
other objectives. 

(3) This government program is designed to a 
large extent by a relatively small group of veterans 
in strategic positions at the national level. At least 
some of them are avowed supporters of a govern- 
ment system of medical care. 

As we all know, “pinks” and “reds” have been 
able to infiltrate many of our national organizations. 
In fact, they have infiltrated important departments 
of the federal government. 

Questions with regard to this federal medical care 
program are not referred to the grassroots of the na- 
tion for consideration. The rank and file of veterans 
who have membership in local posts throughout the 
nation have little if any voice in planning this pro- 
gram. In fact, they generally get an edict or an order 
to wire a senator or a congressman to support a bill 
bearing a certain number. 


Number of Veterans Is Increasing 


It is important to remember that the number of 
veterans now approaches twenty-four million. The 
number is increasing daily. A bill to provide for 
universal military training is under consideration. 
It is not difficult to foresee a situation in which a 
majority of the adult male population of the nation 
may be veterans in the next few years. A medical 
care program sufficient in size to take care of the 
needs of all these veterans, or even a large fraction 
of them, certainly would supplant our civilian sys- 
tem of medical care. 

Next in importance is the fact that some sixty-six 
medical schools have been induced to lend their 
prestige and their services to the operation and ex- 
pansion of this government system of medical care. 
The government, of course, operates the hospitals, 


but deans’ committees function for the schools, to 
name the staffs, both resident and attending. The 
part-time staff members receive $25.00 to $50.00 per 
visit to the hospital. The full-time staff members re- 
ceive salaries. 

A very significant incident followed the “firing” 
of Dr. Paul Magnuson from his position as Chief 
Medical Director of the Veterans Administration 
last year. Many deans’ committees immediately took 
action, both formal and informal, to protest any 
change in the existing relationships of the VA with 
the medical schools. These actions, together with 
others, led to the appointment of another Senate 
committee to investigate this matter. Senator H. H. 
Humphreys of Minnesota, was made chairman of 
this committee. After several hearings, he wrote a 
report in which he emphasized the importance of 
the relationships that had been established between 
the medical schools and the VA in the operation and 
further expansion of the VA medical care program. 

We are informed by reliable persons who have 
been trained in VA hospitals that trainees are indoc- 
trinated in the philosophy of government medicine 
while in training. In fact, many have become con- 
fused with regard to their future course. If govern- 
ment medicine is in the offing, this course should be 
in one line. If not, it should be in another line. 


Medical Schools Play Important Role 


It is true, of course, that medical schools occupy 
a very important position in our civilian system of 
medical care. They have been the beneficiaries of 
private philanthropy for many years. They are in a 
position to inculcate ideas of loyalty to the princi- 
ples of freedom in our civilian system of medical 
care. They are also in a position to inculcate the op- 
posite ideas. Schools are still the beneficiaries of aid 
from many private sources. In fact, they receive aid 
from members of the medical profession who serve 
at the community level and hold membership in the 
American Medical Association. It is only logical and 
reasonable that these institutions should aid in the 
development and expansion of our civilian system of 
medical care rather than co-operate in a movement 
to promote the expansion of a government system. 

Certainly the development of medical centers of 
very large size in a few large cities will not solve the 
medical care problems of veterans, regardless of the 
size and the efficiency of such hospitals, because, 
many if not a majority of veterans live in smaller 
centers and rural areas. The program must be ex- 
panded if all eligible veterans are to receive the ben- 


efits to which they are entitled under existing law. 
This will happen if the basic nature of the program 
is not altered. 

It must be remembered that the veteran is com- 
pelled to surrender his right to free choice of physi- 
cian when he accepts service in a Veterans’ hospital. 
There are those, of course, who still argue that the 
veteran might make a bad choice if he used his own 
judgment. They favor the concentration of such 
powers in a central government authority. This 
sort of plan, of course, is contrary to the demo- 
cratic idea. 

The people of this nation have always displayed a 
most generous attitude toward the men and women 
who have served in the armed forces at great risk 
and, many times, at great sacrifice. This is as it 
should be. We would not change this attitude if we 
had the power to do so. A tragedy lies in the fact 
that this sentiment of the people is being exploited 
by clever individuals to accomplish ends that the 
people generally and many veterans do not fully ap- 
preciate and comprehend. They do not comprehend 
the fact that this sentiment is being exploited to establish 
a government system of medical care for all the people 
under the guise of a benefit to veterans. 

How are these two movements to be combated ? Cer- 
tainly, both of them must be combated if we are to 
preserve medical freedom in this country. The 
problem before us today differs in one respect from 
the problems our forefathers confronted. Their ob- 
jective was to establish individual freedom. They did 
it. Our objective is to preserve it. What will we do 
about it? 

In our opinion the two movements are to be com- 
bated in different ways. The first movement—that 
of enacting a compulsory health insurance law—can 
be combated successfully by opposing the enact- 
ment of such a law; by pointing out its dangers, its 
cost, and the bad results that would follow its enact- 
ment. As stated before, we are informed by people 
who know that there is very little danger of such a 
bill being considered by the Congress during the 
next session. It can be forgotten for the moment. It 
certainly is the least important of the two dangers 
anyway. 

This expanding system of government medicine 
is far more dangerous and cannot be combated suc- 
cessfully by merely opposing its expansion. It requires 
a different approach and a different effort. A prop- 
osition to repeal the amendment to the World War 
Veterans Act which brought this system of medical 
care into being would not have any chance of 
passage. 
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A Proposed Program 


We propose a positive approach to this problem. 
We propose that the form of the benefit be changed 
from service in a VA hospital to a medical and hospital 
insurance contract. 

Certainly there are veterans who are unable to pay 
the cost of the hospital services they need. We, 
therefore, propose a program which is more suited 
to their needs—a program which is suited to the 
needs of veterans who live in smaller centers and 
rural areas, as well as those who live in large centers 
of population near VA hospitals. We propose the 
program which is embraced in the following res- 
olution: 


“Be it resolved by the House of Delegates of the American 
Medical Association that we recommend to the Congress of 
the United States, the adoption of a program of medical and 
hospital benefits for veterans as follows: 

Part 1. That the veteran who requires hospitalization for 
the following types of disabilities be eligible to services in 
Veterans’ hospitals: 

A. Service-connected disabilities, 

B. Tuberculosis, 

C. Mental illness, 

D. Other forms of chronic illness which require hospitali- 
zation for more than ninety days. 

E. Disabilities in dispute as to whether service-connected 
or not. 

Part 2. 

A. That a standard medical and hospital insurance policy 
be made available, at government expense, to every veteran 
who is unable to pay the premium cost of such coverage. 

B. That the insurance coverage embrace all disabilities 
which are not eligible for admission to a veterans’ hospital, 
as outlined in Part 1, excepting disabilities which are covered 
by compensation laws or other forms of public liability. 

C. That “the ability to pay” for such insurance coverage 
be determined on the basis of taxable income of the veteran 
as determined for federal income tax purposes. 

D. That the Congress of the United States determine the 
income level at which veterans would cease to be eligible for 
this benefit. 

E. That the insurance policy be renewable each year on 
the same basis as the original. 

F. That the government, through existing agencies, issue 
checks to eligible veterans which are payable only for such 
insurance coverage, and cashable only when signed by the 
veteran and countersigned by an approved insurance com- 
pany.” 


The Effect of the Program 


The effect of the adoption of such a program 
would be, in brief, as follows: 

1. Veterans with disabilities referred to in Part 1 
of the proposal would be eligible for admission to 
VA hospitals as at the present time. 

2. Veterans who are eligible for the insurance 
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benefit would receive an insurance policy. This 
would enable sick veterans to obtain service for all 
other forms of disability in civilian hospitals. The 
cost of the service would be paid by the insurer. 

3. By presenting the insurance contract to the ad- 
ministrator of a hospital, the veteran could obtain 
immediate admission to any community hospital, 
intermediate hospital, or base area hospital, which- 
ever his desires and needs might require. 

4. The veteran would be under the care of a phy- 
sician or surgeon of his choice. His relationship 
with his family physician, his surgeon, and his local 
hospital would not be disturbed as it is by the pres- 
ent system. 

Under the present program, when a veteran tells 
his family physician that he wishes to be admitted 
to a veterans hospital, he must first prove that he 
needs hospital services. After he is admitted, he ac- 
cepts whatever service is provided for him by those 
who control the program. In some of these institu- 
tions, he may be operated on by a resident, or an 
assistant resident surgeon in training, and not by 
the head of the department at all. 

5. The proposed program, of course, would re- 
store to the veteran freedom of action in all matters 
pertaining to his medical care. The low-income vet- 
eran would receive the same care in our civilian sys- 
tem that his more fortunate brothers receive. Cer- 
tainly if our civilian system is good enough for the 
veterans who pay their way, it must be good enough 
for those who can’t. 

6. Incidentally, the pay received for services to 
such insured veterans would go to the support of 
essential civilian hospitals and physicians, and thus 
contribute to the maintenance and the efficiency of 
our civilian system of medical care até all levels. 

7. It would remove the necessity for the construc- 
tion of any more veterans’ hospitals, because the 
number already in operation would be far in excess 
of the needs of veterans who would still be eligible 
for admission to VA hospitals. 

8. It is more than ridiculous to assume, much less 
argue, that physicians and surgeons who served 
these veterans, as soldiers, in time of war are not fit 
to serve them as civilian veterans in time of peace. 
Such an argument just will not stand up. 

9. The adoption of the proposed program would 
remove the most immediate and most potent threat 
to the continued existence and efficiency of our ci- 
vilian system of medical care that exists today. 

10. It certainly would remove from a small group 
of people at the Washington level the power to con- 
trol veterans in matters pertaining to their medical 
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care. The government would participate in financing 
the cost of care through the mechanism of an insur- 
ance contract and not in the delivery of medical care 
to insured veterans. 

11. It would reduce the cost of the whole VA pro- 
gram. The people are now supporting two hospital 
systems for the same types of disabilities and inju- 
ries; one of which is governmental and the other 
civilian. The people pay the cost of both regardless 
of whether they are conscious of the fact or not. 

The administration of the present VA program 
cost $903,352,012 in the fiscal year 1951-52. These 
costs, of course, will go up as more hospitals are 
built. The $350,000,000 that was appropriated by 
the last Congress is for construction only. No one 
can estimate what the costs may climb to in the 
future. 

The cost of the proposed program: The operation of 
a small number of government hospitals would still 
be necessary for the care of cases of mental illness, 
tuberculosis and chronic illness, etc., as mentioned 
in Part 1 of the proposal. The per diem cost of serv- 
ice in such hospitals is far less than the cost of main- 
taining beds in general medical and surgical hospi- 
tals. The cost of maintaining that necessary fraction 
of the present VA system would be somewhere in 
the neighborhood of one-fourth of the present cost 
of operation. 

It has been estimated by actuarial experts that the 
premium on the insurance policy proposed would 
be somewhere in the neighborhood of $40.00 per 
year per man. The estimation of some is much less. 
If the Congress should be so liberal as to enact a 
provision in that law that would make 5,000,000 
veterans eligible for the insurance policy, the pre- 
mium cost for all of them would be $200,000,000 per 
year. That is more veterans than are members of the 
American Legion. 

This particular program was adopted as the ““Ten- 
nessee Plan” by the House of Delegates of the 
Tennessee State Medical Association. It was ap- 
proved by the Executive Committee of the Tennes- 
see Hospital Advisory Committee, and by the Ten- 
nessee Hospital Association. It has been endorsed 
as sound and practical by the Blue Shield Commis- 
sion. It was endorsed by Dr. Paul Hawley, formerly 
Medical Director of the Veterans Administration 
and later concerned with the administration of both 
Blue Cross and Blue Shield. 

A movement has been inaugurated to throw this 
subject into a high level conference for considera- 
tion and action. We are convinced that great dan- 
gers lurk in a high level conference on any subject— 


and especially this one. It is in topflight conferences 
that the freedom of the people can be bargained 
away. It is also true that topics can find their way to 
the agenda of topflight conferences which are far 
more intimately related to the desires of individuals 
and groups than they are to the needs of low-income 
veterans at the community level. 


“Where Do We Go from Here?” 


We, therefore, propose that a conference be held 
in each of the “intermediate hospital areas” in the 
United States, and that physicians and hospitals in 
the areas jointly sponsor these conferences. We rec- 
ommend that veterans, farmers, political leaders, 
and financiers be invited to attend and participate in 
them. In fact all the people in the area who are in- 
terested in preserving our civilian system of medical 
care, at the community level, should be invited to 
participate. 

We propose that the agenda of such conferences 
be composed of the following topics: 

Topic No. 1. What are the particular needs of 
veterans who live in this area and are in the lower 
income brackets, with regard to medical care facili- 
ties and services? Are they essentially the same as 
those of other civilians ? 

Topic No. 2. Would a medical and hospital insur- 
ance policy as described in the resolution— ‘The 
Tennessee Plan’’—be a better form of benefit for 
low-income veterans than the present benefit in the 
form of free service in a VA hospital? 

Topic No. 3. Would the insurance program give 
financial support to the operation of essential civil- 
ian hospitals in the area? 

Topic No. 4. Would such a program cost the tax- 
payers less than the present program? 

Topic No. 5. Would the adoption of such a pro- 
gram contribute to the preservation of our American 
system of medical care, on the whole, at all levels, 
and to the preservation of individual freedom in 
matters pertaining to medical care? 

These are all the topics that need be considered 
by any conference, at any level. Topics which are 
concerned with the interests and desires of indi- 
viduals and groups with regard to power, patronage, 
and prestige would likely be included on the agenda 
of a high level conference and maybe dominate it. 

In our opinion there is far more danger of abuse 
of power at the high level, than in the abuse of free- 
dom at the individual level. 

The number of intermediate hospital areas corre- 
sponds pretty closely to the number of Congres- 
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sional districts in each state. There is at least one 
intermediate area in each Congressional district. It 
is important that the representatives in the Con- 
gress and the Senate know what the opinions and 
wishes of the people of these areas are with respect 
to these two programs. 

We must never forget that our primary objective is 
the preservation of individual freedom for the patient. 
This objective transcends in importance all other ob- 
jectives of whatsoever character. 

We are convinced that the freedom of medicine 
as well as other freedoms will be preserved, or lost, 
by the actions that are taken, or not taken, by the 


people who live and work in the smaller population 
centers and in rural areas throughout the nation. It 
is in large centers that Communism thrives and 
powerful political machines exist. Many so-called 
*intellectuals” in these larger centers show a keen 
interest in Communism. 

We are convinced also that the people at the 
community level, in smaller centers, must look to 
themselves rather than to leaders in large centers for 
the preservation of their freedom. 

A large number of community conferences should 
supply the answer to the question: “Which medical 
care system is to survive?” 


What Others Are Saying... 


ITS GROWTH STIMULATED BY A NEED 


THERE are some of us whose zeal has cooled and some who have refused to join the Academy because 
they say it is not sufficiently aggressive. Remember please, that the Academy was not born of rebellion 
for rebellion’s sake. . . . 

Some of us here can remember a few years back when a few of us realized that there was a crying 
need for our type of society; we were heartened by learning that groups of our kind were springing 
into existence in spots all over the country. 

The American Academy of General Practice was literally begging to be born. It was born and it has 
grown in a few years to be second in size only to the mother organization of American medicine— 
the American Medical Association. It has grown because it was sorely needed to provide the general 
practitioner his rightful place in the American picture. 

We blame no particular group for the sad plight in which the g.p. found himself. There were many 
trends and changes that came on insidiously to push us into a place of relative obscurity. Let us not 
attempt to hold any certain group culpable. Perhaps it would be better if we would blame ourselves 
entirely; then probably we can be more dynamic in correcting the things we regard as wrong. . . . 

We must expend effort, we must have determination, we must exercise balanced judgment, we must 
give and expect co-operation. We must look with a discerning eye at all proposals concerning com- 
munity health and welfare, and measure these proposals by the yardstick of our constitution. 

Mere aggressiveness without good measured judgment may be destructive. At the same time we must 
guard against being loved to death. It is entirely possible to allow ourselves to be cajoled and flattered 
into a state of impotence and apathy.—From the inaugural address by J. Eowin Reep, M.D., pres- 
ident of the Southwestern Ohio Society of General Physicians, in SOSGP, January 24, 1952. 
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THE CROOKED COLLECTION AGENCY WILL CATCH YOU — 


IF YOU DON’T WATCH OUT 


BY ARTHUR H. LABAREE 


THE smart young salesman from the “nation-wide” 
collection agency found Dr. General Practitioner a 
willing listener. 

“You see, Doctor, we don’t charge you 50 per 
cent, like this local agency here in your city,” he ex- 
plained. “We charge only 30 per cent, which makes 
quite a difference. Of course, because of our low 
rate, we have to charge a small fee for investigating 
each account, but it really amounts to nothing. Now, 
if you’ll just sign right here, we'll get right to work 
on your delinquent accounts.” 

Dr. G.P. signed the contract, which, sure enough, 
required a commission of only 30 per cent. What the 
doctor didn’t realize until later, though, was that 
this 30 per cent was charged on the full amount of 
each account if any collection was effected—not on 
the amount collected. Also the “investigation fee,” 
which the salesman said amounted to “nothing,” 
actually was $3.00 per account. As he figured it out 
later—much too late to do him any good—the agency 
could well afford to offer a lower commission, for not 
only would it then get back the “investigation fee” 
but could charge him 30 per cent of the face value of 
the claim. 

Hence, if the agency collected $1.00 (or even paid 
him $1.00 out of its own pocket!) on an account 
amounting to $100.00, Dr. G.P. would owe the agency 
$32.00 for its efforts. On the same $1.00 collection, 
the “high-priced” local agency, which was a legiti- 
mate, ethical outfit, would have charged him just 
fifty cents! 

According to a complaint seen by this writer, a 
New York State physician was “hooked” within the 
past few months by the contract described above. 

But that isn’t the only “trick contract” in use to- 
day by racketeering collection agencies. Incidental- 
ly, while these agencies are comparatively few in 
number, and getting fewer every day, they have 
salesmen throughout the country, no matter where 
the home office may be located. So, Doctor, one of 
their glib-tongued salesmen may visit you tomor- 
row. You’d better read this contract with great care 
—then don’t sign it! 

There’s another collection contract that’s even 
more reasonable than the “30 percenters.” It charges 


only 25 per cent. And the remainder of its provisions 
are all right, too. The agency does as good a jobas it 
can and remits promptly. But then comes the “‘snap- 
per.” With the first remittance comes a listing sheet 
for more accounts. On the back of it is the agency’s 
contract. By signing his name, even on the front of 
the sheet, the doctor signs this contract. Small print 
tells him so. “But,” he thinks, “I’ve already signed 
their contract when the salesman was here. This 
must be the same thing. I won’t even bother to read 
it.” 

That’s a grave mistake. For the contract isn’t the 
same in one important particular. Instead of remit- 
ting cash to the doctor for collected accounts, the 
agency will now pay him off in shares of its own stock. 
This, it is explained, is so he will feel a proprietary 
interest in the agency. The stock is dated to mature 
in anywhere from 25 to 50 years. Meanwhile, it 
would appear to have no market value. The indignant 
doctor at once demands the return of his accounts. 

“Why, certainly,” says the agency, cheerfully, 
“provided you pay our commission just as though 
each account was collected. You'll see it in the con- 
tract.” 

That’s the contract the doctor signed the second 
time. About the only expense such an agency is put 
to is the cost of having a few bonds printed. Will 
they ever be redeemed? Who knows? 

One nation-wide agency is considered so legiti- 
mate that it is accepted as an advertiser in many 
state medical journals. It once boasted of having 
40,000 clients throughout the country, the majority 
of them physicians. From every monthly remittance, 
$1 was withheld, in addition to the commission. 
Suppose only one-half the clients were active. That’s 
still $20,000 for the agency to pocket every month, 
in addition to commissions. The excuse is that the 
dollar is held out to cover direct payments to the 
client, which he fails to report to the agency. It may 
have a point there, but still, no client ever gets paid 
quite in full. 

Another favorite dodge of the “get-rich-quick” 
boys is a contract clause providing that when item- 
ized bills requested by the agency are not forthcom- 
ing within 15 days, the full commission will be 
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charged, just as though the accounts had been col- 
lected. Invariably, in this type of contract, the 
charge is 50 per cent. Another clause provides for 
the payment of full commission on accounts where 
the debtor has died, gone into bankruptcy, or 
changed his address. Should the doctor wish to 
withdraw one or all of his accounts, he can have 
them, provided he pays 50 per cent on each. 


Out OF 
BUSINESS 


Anagency using the foregoing contract starts tele- 
phoning or writing to the doctor within a couple of 
weeks afterhe has submitted accounts. Disputes have 
arisen in half a dozen cases. Itemized bills are re- 
quired to prove the claim. If Dr. G.P. submits these 
bills, the agency will, in a few more weeks, continue 
to ask for more until the doctor is finally sick of the 
whole thing and doesn’t bother to send them. Bingo! 
That’s when he finds out he has to pay commission 
for his neglect. 

One contract that has caused regret to many a 
physician provides that a suit fee of $7.50 will be 
charged when the agency deems it necessary to in- 
stitute suit in the client’s behalf. When Dr. G.P. 
signed this agreement, he certainly did not contem- 
plate that all his delinquent patients would be sum- 
moned to court. Yet, unless the debtors pay up im- 
mediately, and in full, that is exactly what happens. 
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From the $7.50 suit fee, the agency makes a profit of 
at least $2.50, depending upon the court used, and 
the serving of summonses usually produces fast pay- 
ments. But you can well imagine what it does to the 
doctor’s local good will! 

Two little words constitute one of the neatest 
frauds now being practiced. The words are: “In 
Full.” The contract, innocuous in other respects, 


provides that the doctor will receive his share of 
each account only after it has been collected in full. 
If he questions that clause in talking with the agen- 
cy’s salesman, the latter has a ready reply. 

“Why, isn’t that just what you want? Don’t you 
want each account collected in full?” 

The doctor naturally does want that, but it never 
happens. No account is ever collected quite in full. 
Consequently, the agency never owes the doctor a 
cent. The indignant physician may appeal to his 
attorney to help him collect from the agency, but he 
obtains little encouragement. 

**You signed the contract and you’re bound by 
it,” his lawyer will reply, shaking his head sadly. 
The only way for you to recover is to find out, if 
you can, what balance each delinquent owes and 
pay it yourself to the agency.” 

A favorite clause in a contract, while not neces- 
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sarily dishonest, still gives the agency too much lati- 
tude. It assigns and sells all the accounts to the 
agency, subject to its discretion in arranging settle- 
ments. This actually gives the agency all the doc- 
tor’s right, title, and interest to his own accounts 
and permits it to accept settlements for as little as it 
likes. 

There is one instance, however, in which such an 
assignment is necessary. That is when an account 
has to be forwarded to an agency or attorney in an- 
other state and suit has to be brought against the 
debtor. In such event, the account is assigned to the 
forwardee, who then brings suit, probably in his 
own name or that of an associate. Suit could not be 
brought directly in the name of the client because he 
is a resident of another state. 

Some reliable agencies do not ask their new clients 
to sign contracts. But many consider them neces- 
sary, in order to be able to produce written proof of 
authority to collect for the client. So, having dis- 
cussed the kind of contracts the doctor should never 
sign, let us consider one used by the legitimate 
agencies, mainly for the purpose of showing written 
authorization from the client to act for him. This 
contract specifies the commission that will be 
charged on amounts actually collected; there are no 
listing fees or other “‘extras.”” No charges are im- 
posed for deaths, bankruptcies, or wrong addresses. 
Clients are permitted to withdraw accounts without 
charge after a reasonable period (usually three 
months) if no collection has been effected. Reports 
on payments are to be exchanged monthly between 
client and agency and collections shall be remitted 
monthly—sometimes oftener. 


This contract consists almost exclusively of a 
statement of what the agency agrees to do and one 
important sentence in it is: “No collection, no 
charge.” In this contract, the doctor merely author- 
izes the agency to collect for him and charge plainly 
specified commissions from amounts collected. Fi- 
nally, an honest agency will always provide the cli- 
ent with a signed copy of its agreement, so that he is 
never in doubt as to what he has signed. Represen- 
tatives of agencies that peddle “trick” contracts can 
seldom be induced to leave a copy with the client. 

Because of high living costs today, physicians 
throughout the country, and general practitioners 
in particular, are finding their lists of delinquents 
growing fast. So how to find an honest collection 
agency that will do a good job without causing too 
much antagonism? In most counties, Doctor, your 
Medical Society knows of such an organization. It 
not, the classified section of your telephone direc- 
tory will list collection agencies, for one or more are 
almost certain to cover your territory. Having lo- 
cated an agency through a directory, however, it’s 
up to you to scrutinize the contract proffered to you. 
But, if the agency you have found is a member ot 
either of two national collection associations, you 
should feel safe, for these associations have codes ot 
ethics as strict as a physician’s and constantly police 
their own members to live up to them. These associ- 
ations are the American Collectors Association, with 
headquarters in Minneapolis, Minnesota, and the 
National Association of Medical-Dental Bureaus. 
The former has 1,700 member-offices throughout 
the country, so you should have little difficulty in 
finding one of them to service your accounts. 


COST OF GOVERNMENT CAN BE REDUCED 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. Op- 
pressive taxes will eventually destroy the freedom of our democracy. Let’s do something about it! 
The Hoover Commission found, for example, that: 

One Missouri farmer received different kinds of advice from five different agencies of the Department 


of Agriculture. 
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* * TRENDS AND EVENTS 


A New Twist on Medical Education Funds 


A New EncLanp CONGRESSMAN, whose father was a 
close friend of Franklin D. Roosevelt, is the author 
of the latest national health plan to be presented in 
Washington. Where other proposals run the gamut 
from socialized medicine and “free” hospital in- 
surance to income tax deductibility for medical ex- 
penses, the one offered by Rep. John F. Kennedy 
has rather a novel twist. His recently introduced 
bill would subsidize medical education and hospital 
expansion with funds accruing from tidelands oil 
royalties. 

“IT am opposed to any nationalized health plan,” 
Representative Kennedy stated emphatically, add- 
ing that he sees in his proposal a means of ac- 
complishing two desirable goals—settlement of the 
U.S. vs California-Texas-Louisiana dispute over 
tidelands ownership and utilization of the sizable 
sums involved in a manner that will do the most 
Americans the most good. Already in Treasury 
escrow is $40,000,000, representing proceeds of 
past oil-drilling operations in offshore lands. 

**To what better use could the money from tide- 
lands oil be put than to the health of the nation?” 
the 34-year-old Democratic Congressman asks. 
“With the necessary safeguards against the possi- 
bility of Federal control or socialized medicine, I 
think there is none.” 

His scheme envisages the establishment of a 
twelve-member advisory council, all experts in 
medicine, public health, hospital management, or 
related fields, that would study and make recom- 
mendations on the amount of money required an- 
nually for grants-in-aid to medical education and 
research and for expansion of hospitals and com- 
munity health facilities. Other members of Congress 
favor the use of oil royalties for aid to education 
generally. Likelihood of either scheme achieving 


enactment is very remote. 


IN THE NATION’S CAPITAL 


x 


Health Lobbies on Decline 


The de-emphasis in the 82nd Congress, which 
began in January, 1951, of compulsory national 
health insurance is reflected in the shrinking num- 
ber of organizations that are engaged in lobbying on 
Capitol Hill. Under the law, they are required to 
submit quarterly reports on receipts and expendi- 
tures, and those covering the last three months of 
1951—tecently published in Congressional Record 
—indicate not only that registrants have declined 
in number but that their lobbying budgets are 
smaller than formerly. Examining (in alphabetical 
order) the reports filed by organizations concerned 
with health legislation, here is what one finds: 
American College of Radiology had a lobbying 
bill for 1951 totaling $54.88; American Dental As- 
sociation, $24,563.54; American Hospital Associa- 
tion, $41,258.28; American Medical Association, 
$450,372.57; American Optometric Association, 
$9,549.89; American Osteopathic Association, 
$2,235.85; James T. Barnes (in behalf of Medical 


Representative John F. Kennedy 
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Society of State of North Carolina), $7,500; Com- 
mittee for Nation’s Health, which supports national 
health insurance and other Administration-spon- 
sored plans, $37,789.32. 

Also, Indiana State Medical Association, which 
charged $30,744.83 to national lobbying in 1951; 
Medical Association of State of Alabama, $7,350; 
Medical Society of District of Columbia, $28,962.50; 
Emmett J. Murphy (in behalf of National Chiro- 
practic Insurance Co.), $1,200; National Educa- 
tion Campaign of American Medical Association, 
$96,446.28; Proprietary Association, $193,805.97. 


To Fluoridate or Not to Fluoridate 


A special House committee which for the last 
two years has been investigating possible health 
hazards of chemicals added to foods was scheduled 
to terminate in March its long series of public 
hearings and submit a final report late this spring. 


Several hearings in February and early March were 
devoted to fluoridation of community water sup- 
plies. Numerous witnesses called by the committee, 
including physicians, dentists, and nutritionists, 
sounded warnings that too little is yet known of 
long-range physiologic effects of ingesting fluori- 
dated water to justify this form of chemical treat- 
ment of water supplies. 

Indorsement of fluoridation by American Medi- 
cal Association, U.S. Public Health Service, Ameri- 
can Dental Association, National Research Council, 
and other groups was characterized as premature 
by these witnesses, some of whom charged that in- 
creased cancer incidence and aggravation of renal 
conditions are the risks that must be faced. 

That their testimony had a telling effect was 
demonstrated when (1) Rep. A. L. Miller of Ne- 
braska, a member of the Congressional investi- 
gating group and an M.D., disavowed his advo- 
cacy of fluoridation and said he would fight its 
introduction into the District of Columbia’s water 
supply, and (2) U. S. Public Health Service began 
receiving a large volume of mail from state and 
local public health officers throughout the country, 


inquiring whether they should go ahead with simi- 
lar anti-caries programs in their respective com- 
munities. 


Physicians for Taft Add Members 


Taft campaign headquarters in Washington has 
disclosed the addition of three more names to the 
national committee of physicians which is sup- 
porting the Ohio Senator in his bid for the Re- 
publican nomination for President. They are Dr. 
James R. McVay, of Kansas City, Mo., chairman of 
the Council on Medical Service of A.M.A.; Dr. James 
Davis, of Statesville, N.C.; and Dr. George M. 
Fister, of Ogden, Utah. Dr. Davis is the proprietor 
of a 130-bed hospital in Statesville. Dr. Fister is a 
member of A.M.A.’s House of Delegates, as are 
many of the other members of the Taft committee, 
whose chairman is Dr. Earnest E. Irons, of Chicago. 

Besides those mentioned above, the committee is 
composed of the following: Dr. Frank Lahey, Bos- 
ton, vice chairman; Dr. Leland S. McKittrick, 
Brookline, Mass.; Dr. L. Howard Schriver, Cin- 
cinnati; Dr. David Allman, Atlantic City; Dr. 
Elmer Hess, Erie, Pa.; Dr. Joseph D. McCarthy, 
Omaha; Dr. F. S. Crockett, Lafayette, Ind.; Dr. 
Stephen E. Gavin, Fond du Lac, Wis.; Dr. Thomas 
Albert Foster, Portland, Me.; Dr. Charles F. 
Keeley, Claremont, N.H.; Dr. George A. Unfug, 
Pueblo, Colo.; Dr. H. Russell Brown, Watertown, 
$.D.; Dr. Frank J. Holroyd, Princeton, W.Va.; 
Dr. William C. Chaney, Memphis; Dr. Donald C. 
Conzett, Dubuque, Ia.; Dr. Raymond L. Zech, 
Seattle; Dr. Homer C. Pearson, Miami; Dr. 
Thomas P. Murdock, Meriden, Conn., and Dr. 
Edward H. Carey, Dallas. 

In accepting the chairmanship, Dr. Irons said: 
Senator Taft’s candidacy for President will re- 
ceive enthusiastic support from thousands of 
doctors, regardless of their party affiliations, be- 
cause he has demonstrated that he has the honesty, 
the capacity, and the courage to put an end to the 
scandalous corruption in government which has 
shocked and angered the American people.” 
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After Htours 


LET'S GO MISSIN’ 


BY A. R. MARSICANO, M.D. 


THE volumes of books are legion on how to catch a 
fish. They range in scope from methods of snaring a 
guppy to the art of out-foxing a Moby Dick. It seems 
that in order for man to pit his supposedly superior 
brain against the primitive diencephalon of a deni- 
zen of the deep he must resort to the same diligent 
cramming required of a candidate for the American 
Board examinations. 

On the other hand his finny opponent in this 
battle of wits never deems it necessary to read books 
on how to stay off the hook. To all practical pur- 
poses it might safely be said that fish cannot even 
read. Yet, they seem to manage quite nicely to elude 
the bit of shrimp, wiggly worm, or gaudy bauble 
used to entice them to become the main course for 
evening supper. 

Obviously the sport has become too highly spe- 
cialized. Gone are the days when the hardy angler 
ignorantly sallied forth with a battered bamboo pole, 
a can of worms, and a quart of red-eye. 

Today it is fibreglas rods, tested lines, patent 
brakes, fluted spoons, and brilliant hues. Moreover, 
the latter-day “compleat angler” must be able to dis- 
cuss tide tables with the aplomb of a Wall Street 
broker discussing Dow-Jones averages. He must be 
an Oceanographer, Ornithologist, Ichthyologist and 
Pisciculturist all rolled into one. Although this 
might raise the sport to a high cultural level, it has 
detracted from its wholesome, earthy, carefree flavor. 

And yet the pastime boasts of more followers than 
Lady Godiva on her famous ride. As a matter of fact 
the country’s population falls into three distinct 
categories with respect to its piscatorial leanings. 
Group number one comprises the rabid, unadul- 
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“Obviously, the sport has be- 
come too highly specialized.” 


terated, honest-to-john fans who hotly pursue the 
sport with the diligence of a bald man chasing his 
toupee in a wind tunnel. You find them braving 
sunstrokes on the Gulf of Mexico in August or risk- 
ing frost-bite fishing through an ice hole in Canada 
in January. And do they love seafood! In their 
biased opinion there is no gustatory sensation com- 
parable to a glorious meal consisting of freshly 
caught fish. Some of their impossible recipes could 
qualify as the etiologic factors of peptic ulcer. 
The second category is made up of individuals 
who cannot see the sport for sour hominy grits. 
They firmly believe the whole mess is an utter waste 
of time and a poor substitute for mowing the lawn 
or painting window screens. And they can get quite 
emotional about it, too. As might be expected this 
group is composed mainly of the wives of group 
number one! With such formidable, nagging antag- 
onists as these gals, the fact that fishing has survived 
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Rain, Sleet, or Snow—the Honest-to-John fan. 


at all is indeed a tribute to its mysterious attraction. 

In the last group we find those people who could 
thoroughly enjoy the atmosphere of the fishing 
camp but subconsciously hate fish and would recoil 
in horror if they ever caught one. The gentlemen 
anglers, like their prototypes, the gentlemen farm- 


ers, enjoy the seclusion, spirits, camaraderie, and 
salty conversational gambits, but would rather rele- 
gate the heavy, messier work to hirelings or profes- 
sionals. They find little fun in getting up at 4 A.M. 
loading and later lugging one half ton of gear ; baiting 
razor-sharp hooks and then disengaging the fish from 
same if said fish were caught. In short these folks 
prefer to indulge in the sport for the “halibut.” 

I for one sympathize with this latter contingent 
since I fall in this category myself. Yes, I am a pisca- 
torial kibitzer who enjoys fish tales. I have “caught” 
countless fabulous fish with nothing more than a 
side-line patter and an omniscient look. Anyone 
can do it. My system is practically guaranteed to set 
you up as an experienced Old Salt though you may 
have never dipped a line or brought a fish to gaff. 

The only equipment you will require is: 

a. An old battered felt hat with a few flies and 
rusty fish hooks stuck in the hat band. 

b. Several facial expressions. 

c. A 30-pound test line of bull. 

The hat, of course, is your badge. It points you 
out as a senior grade disciple of Isaak Walton. The 
facial expressions will be discussed in detail in their 


proper places in the text. They should be mastered 
before you can qualify as an accredited kibitzer. 

As a word of warning, stick close to the fancy 
piers or exclusive mountain resort streams where 
the dudes and once-a-year anglers congregate and 
you won’t get into trouble. Steer clear of the back 
streams and weedy areas lest you run into a dyed- 
in-the-wool fisherman who will treat you rougher 
than a school of hopped up barracuda. 

Having carefully chosen your spot you assume 
expression No, 1: The face is screwed up in a man- 
ner producing a crinkled nest of crows’-feet at the 
outer corners of the eyes. This gives you the weather- 
beaten look of a veteran who has spent many years 
squinting against the reflected glare of countless 
sun-splashed rivers and streams. In time, a dude 
will sidle up and open the conversation with the 
profound observation that “they are bitin’ kinda 
slow.” 

This is the entree you have been seeking to estab- 
lish yourself as the master fisherman of the entire 
resort—the entire state, maybe. It js an ocean re- 
sort, you exaggerate the squint assumed above and 
remark: “The tide ain’t jest right, friend.” 

No more, no less. Subtly you have implied that 
all these “greenhorns” are wasting time fishing 
during this particular hour of the day. By all means, 
avoid being pinned down as to the ideal tide. You 
and I know that if they’re bitin’, they’re bitin’, and 
that’s that, but why divulge trade secrets to a rank 
beginner? 

If you find you’ve inadvertently latched on to a 
guy who tenaciously insists on pressing the issue of 
tides, skirt the subject by cryptically remarking, 
with finality : 

“Besides, son, it’s a Southeasterly wind, ain’t it?” 

With this self-explanatory pronouncement you 
flash him facial expression No. 2. This consists of 
raising your eyebrows into supercilious hyperbolas 
while gazing down your nose at him through steely 
eyes half-closed with scorn. He will quickly get the 
idea that no one but a congenital amaurotic idiot 
would expect to catch anything but an old shoe in 
such a wind and tide. 

Next, let’s assume someone does hook a little fish 
and succeeds in slamming it to the pier. What usu- 
ally happens is that all the anglers gather round 
with squeals of glee and revulsion to admire the 
phenomenal catch. After the initial excitement sub- 
sides someone will invariably bring up the subject 
of identification. 

*“What kind of fish is it?” 

Wild tentative guesses will fly fast and furious 


GP e Volume V, Number 4 


A 
\ 
2 
> \ 
— 
t 
| 
104 


“The tide ain't jest right, friend.” 


until finally someone gingerly picks up the little 
gasping critter and takes him to you for christening. 

Naturally, you haven’t the vaguest notion what 
genus the thing belongs to, because, if you are like 
me, all fish fall into two categories: the real big ones 


are whales while all the others are trout. But don’t 
let your ineptness stymie you. Here’s what you do: 

Slowly assume expression No. 3. This is a depre- 
catory expression achieved by flaring your nostrils 
and drawing down the corners of your mouth. Gaze 
alternately at the proud catcher and the hapless 
catchee and say: 

**Puts me to mind of a muskie I hooked into last 
summer while fishing Lake of the Woods in Ontario. 
I was using a 5-ounce fly rod of traditional split 
bamboo, casting for small mouth bass. Suddenly 
there was a vicious strike that sent a bone-jarring 
vibration through my body as if I had stepped on a 
third rail with my feet wet. Judging from the perfect 
ellipse my rod made I knowed I had hooked me a 
big ’un. Wal, I won’t bore you with the technical 
details but after an exhausting 45 minutes I landed 
a 90-pound muskellunge. That fish was almost as big 
as I am. He measured 36 inches around the waist 
and if he had had two legs, we could have worn the 
same pair of pants!” 

Don’t be the least bit fazed by the fact that the 
modern day record for muskellunge is a little over 
694 pounds. This minor detail is little known by 
the average Sunday Angler. Should, however, your 
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audience consist of fishermen from Wisconsin, 
Michigan, New York, or Minnesota, you may be 
tramping on precarious ice talking muskie to these 
fellows. Slightly change your story using Barracuda 
or Bluefin as the main character. Up the poundage 
by a couple of hundred and everything is jake. 

Occasionally your poise will be staggered by a 
joker who challenges you to bait a hook and do 
some fishing. Offhand this might look like curtains 
for you but it need not be. Your tactic in such a 
situation is simply to say: 

**No particular point in doing that, friend.” Then, 
carelessly hold your hands six feet apart, and add, 

"Yesterday I caught a small hammerhead shark 
in these waters and everyone knows that’s the end 
of any decent fishin’ around here for some time.” 

With that, you assume squinting expression No. 
1, mutter something about a date you have for a try 
at 1,000 pound tuna and casually roll away. 

Such a spiel can’t help but build you a reputation 
without your ever smelling up your hands. With a 
little experience you will soon gain in resourceful- 
ness to the point where you will be doggone hard to 
stop. Now that I have given you these inside point- 
ers you are no doubt wondering if I can really catch 
fish. Well, Ill tell ya. Puts me in mind of the time I 
was trolling along Minocqua Lake up yonder in Wis- 
consin. I was using an old borrowed rod, mind you, 
that was too short for me and was equipped with a 
too-fast reel. I wasn’t really half trying to catch any- 
thing when all of a sudden. . . 


“Puts me to mind of a muskie | hooked into.” 
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ANOTHER MOSBY BOOK! 


MAJOR SYMPTOMS 


IN 


CLINICAL MEDICINE 


Aimeyda’s two-volume work on diagnosis was originally 
published by Hirschfield Brothers of London. Because of his 
skillful treatment of an important subject, we secured a 
limited number of books for distribution in this country—and 
we are proudto make this set of books available at this time. 


The supreme importance of diagnosis is 
proved day after day by the time and study 
given to the baffling patients who continue 
to mystify with symptoms that do not fit 
the known disease entities. Small wonder 
that the capacity to diagnose, and diagnose 
differentially, remains both the test and the 
triumph of successful practice. 

There are many cake on diagnosis— 
but very few deal with the anatomical and 
physiological aspects—with mechanism, sig- 
nificance and mode of investigation—and in 
relation to each disease as it is described. 

Dr. Almeyda has succeeded admirably. 
His material is beautifully arranged for 
selection and should save you much reading 


time otherwise spent in consulting many 
books. In the description of each disease, 
he separates the Objective Symptoms from the 
Subjective—and then gives a resume of the 
anatomical and leainaied aspects of each 
system. After that, he sets down the defini- 
tion, mechanism, classification, clinical di- 
agnostic features and mode of investigation 
and their respective Major Symptoms. 


The clinical features of the book are 
quite unique and Almeyda’s style is a treat 
in scientific literature. All symptoms are so 
exhaustively discussed that we expect the 
books to have a very strong appeal to those 
who never find enough on diagnosis. 


By JOHN ALMEYDA, M.R.C.P., D.P.H. (Lond.) M.R.C.S. (Eng.) Senior Registrar, 
Royal Chest Hospital, London; Industrial Medical Advisor, Late Clinical Assist- 
ant, Royal Northern Hospital, London. In Two Volumes. 

Vol. I—378 pages, 185 illustrations (10 in color). Price, $7.50 

Vol. II—322 pages, 137 illustrations (6 in color). Price, $6.50. The set, $14.00 


The C. V. MOSBY Company, 3207 Washington Blvd., St. Louis 3, Mo. 


Please send me: 


Almeyda MAJOR SYMPTOMS IN CLINICAL MEDICINE 


] Volume I—$7.50 


Volume II—$6.50 


_] The Complete Set—$14.00 


(] Enclosed find check. 


Name 


(_} Charge my account 


Address 
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Che Practitioner’s Bookshelf 


The Medical Clinics Of North America. Recent Advances in 
Cardiovascular Diseases. Pp. 301. The W.B. Saunders 
Company, Philadelphia, 1952. 

The largest share of this book is devoted to cardio- 
vascular diseases. On the whole, the papers are pre- 
sented in an interesting and informative fashion. 

This subject is perhaps more written about than any 
other—but then, heart disease is the number one Ameri- 
can enemy, actually killing three times the number of 
people that our next major disease, cancer, kills each 
year. 

It is impossible, in a review of a book of this nature, 
to cover completely its contents since the book pre- 
sents some twenty subjects. However, it is felt that the 
contents are well worth assimilating. One instance of a 
well thought out subject is that of ‘Pitfalls in the Treat- 
ment of Heart Disease” by Drs. Clayton Lundy and 
Jack March. They very deftly bring out the point that 
fundamental principles of the treatment of heart 
disease must, of course, be well in hand, but one must 
also be able to vary such principles to fit an accom- 
panying complication of the moment. Further, some 
variations are not encountered frequently enough to 
allow any one individual to acquire a complete knowl- 
edge concerning them; they have to be worked out not 
on the “firing line” but by careful analysis over the 
years. In the meantime, the man seeing the patient 
must not overlook the obvious and common in therapy. 

Among the pitfalls discussed are hypertension, in 
which we so often tend to overlook the effectiveness 
of rest and digitalis when the hypertension is due to 
increased work of a failing heart. Lundy and March 
further discuss acidosis in heart failure, dyspnea, and 
coronary thrombosis with infarction. 

Geza De Takats discusses the “Diagnosis and 
Management of Peripheral Vascular Disease.” This dif- 
ficult subject is very ably presented with valuable aids 
to early definite diagnosis. 

Other sections on cardiovascular disease are well 
presented and worthwhile. —Artruur N. Jay, M.D. 


Clinical Pediatric Urology. By Meredith Campbell, M.D. 
Pp. 1,113. Price, $18.00. ‘Ihe W.B. Saunders Company, 
Philadelphia, 1951. 


Dr. Meredith Campbell’s two-volume book on 
pediatric urology has long been an encyclopedic source 
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of information on the diagnosis and treatment of 
urinary tract anomalies in children. His new edition in 
one volume includes many new observations and refer- 
ences to much new literature on renal physiology and 
renal disease. Excellent illustrations of clinical, radiolog- 
ic, and pathologic material add greatly to the written 
text. A chapter on the adrenals referring to the large 
amount of recent knowledge on the subject is included. 
A very satisfactory chapter on nephritis and allied dis- 
orders has been contributed by Drs. Goettsch and 
Lyttle. The section on surgical pediatric urology re- 
mains invaluable. The many references to the literature 
will be found most useful to those interested in rare 
abnormalities of the kidney. 

Much of the writing on the medical side of urologic 
disease is disappointing and often at variance with 
present-day pediatric teaching. The book as a whole 
is discursively written and many sections leave the 
reader confused because of poor organization and lack 
of stress on significant information and ideas. It is not 
a book for the general practitioner but should prove of 
great value as a reference in any large medical library. 

—KatTuarinE Dopp, M.D. 


Lehrbuch der Inneren Medizini. By Karl Fellinger, M.D. 
Pp. 882. Vol. 1. Urban and Schwarzenburg, Vienna and 
Innsbruck, 1945. 


Karl Fellinger’s textbook is a most comprehensive 
and thorough presentation of internal medicine. The 
individual chapters written by different specialists can 
hold their own even compared with monographic 
papers on these subjects. At the same time, there is an 
absence of conflicting opinions due to similar training 
of the men with whom Dr. Fellinger collaborated. Each 
subject is covered in great detail and an up-to-date ac- 
count is given of all methods of treatment. This includes 
the use of the latest available antibiotic drugs, ACTH 
and Cortisone, although because of their scarcity in 
Europe the author’s experience must be limited. 

The blood and the blood factors have been reviewed 
with the greatest of detail from a theoretical point of 
view. In practice, however, Rh determinations are ap- 
parently not a routine recommendation. Consequently, 
more stress has been put upon transfusion reactions 
than we would feel is indicated with our procedures. 

The chapter on the heart and circulation is a book in 
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on a new contraceptive gel 
used without a diaphragm 


634 cases — Study A 
“A total of 634 patients were given the new contraceptive, 
PRECEPTIN vaginal gel, during the survey period. Of this 
number, 467 patients had used the Gel for 2 to 22 months, 
giving a total of 4046 woman-months exposure. 

* * 


‘Based on the estimated noncontraceptive pregnancy rate 
of 80 (Cavanaugh), and expressed in terms of failures per 
woman-months of exposure, the pregnancy rate in this 
study was 4.1 for the entire group. There were 5 preg- 
nancies in the series of women using the Gel six months 
or more, an effectiveness of 97.9 per cent. From the calen- 
dar cards it was seen that coitus was practiced at all times 
of the cycle, including the fertile period.""! 


704 cases — Study B 

“The material chosen for this study, PRECEPTIN vaginal gel, 
is a smooth, white, odorless preparation ...It possesses 
the following desirable physical properties: it spreads 
readily, mixes rapidly with vaginal secretions and with 
seminal fluid, and its superior adhesiveness favors ade- 
quate covering of the external os... The Gel is nonirritat- 
ing, as proved by the normal vaginal biopsies taken after 
6, 9, and 16 months of continued use... 

“Esthetic acceptability and effectiveness in preventing con- 
ception were ascertained through a questionnaire and by 
study of the charts. A predominant number of the 704 
women in this study were of proven fertility. During the 
two-year study of this contraceptive Gel, conception was 
effectively controlled in 98.2 per cent of the 704 
patients.’’? 


Wye — @ major advance 
VAGINAL GEL in conception control 
developed by Ortho Research Laboratories 


1. Stromme, William B., and Rothnem, Morris S.: International 
— of Medicine and General Practice Clinics 164:675 (Nov.) 


2. Hunter, Wilson G.; Dorner, C. B., and Gillam, J. B.; Inter- 
national Record of Medicine and General Practice Clinics 164:674 
(Nov.) 1951. 


Pharmaceutical Corporation 
Raritan, New Jersey 
Manufacturers of Ortho-Gynol®, Ortho® Creme, 


Ortho Kit, and Ortho White Kit. 


itself. It covers four hundred and twelve pages in fine 
print and includes anatomy, topography, physiology, 
pathology, electrocardiography, roentgenography, and 
other diagnostic procedures and the treatment of heart 
disease. 

The diseases of the liver and bile ducts are treated 
with similar thoroughness. The physiology of this im- 
portant organ has been handled in a most exhaustive 
manner. All liver function tests are discussed. 

The pancreas has received least attention, although 
its functions and all major diseases have been described. 
The internal secretion with its pathology and compli- 
cations in diabetes mellitus is not mentioned. Pre- 
sumably this will appear in the second volume together 
with other disorders of the hormonal system. 

The last chapter gives a complete survey of the in- 
fectious diseases. It is interesting to see poliomyelitis 
treated with reconvalescent serum, both for prophylaxis 
and cure and to find that the patient is kept at absolute 
bed rest for three weeks, whereas we institute some form 
of physiotherapy early in most instances. Isolation time 
is still six weeks instead of our two. Not only have all 
common infectious diseases been discussed, but it seems 
that all tropical diseases have been presented. 

Neurology has intentionally been omitted in order to 
leave more space for other subjects. Kidney diseases are 
not included in the first volume and, presumably by 
oversight, have not been mentioned for the second 
volume, which is to contain diseases of the respiratory 
system, endocrine disorders, stomach and intestinal 
and metabolic diseases, diseases of the skeleton, and 
occupational and other poisons. 

This first-class textbook will constitute a real work 
manual to the student and practitioner who read Ger- 
man. It also will be an excellent reference book for the 
specialist who has to review medicine as a whole in rela- 
tion to his facet of the field. 

—Wattace M. Yater, M.D. 


Clinical Practice in Infectious Diseases. By E. H. R. Harries, 
M.D. and M. Mitman, M.D. with the collaboration of 
Ian Taylor, M.D. Pp. 717. Price, $6.50. 4th Ed. The 
Williams and Wilkins Company, Baltimore, 1951. 


This is an elaboration of clinical lectures delivered 
to students of London medical schools and associated 
hospitals and thereby primarily intended as a text for 
students. The busy practitioner whose taste in texts on 
contagious diseases usually favors the handbook style 
might find this tome a bit voluminous. The chapters on 
definitions, basic principles, and theories of immunity 
might be considered elementary by the practicing physi- 
cian. The paragraphs dealing with incidence and historic 
background of each disease are interesting but as a rule 
possess little practical value. Diphtheria and smallpox 
are possibly dealt with too extensively, while a chapter 
on notification, laws relating to infectious diseases, and 
hospital facilities prevailing in England, does not apply 
to the American practitioner. 
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From these remarks it would be rightly assumed that 
the book is comprehensive in its coverage. It is well 
written, well illustrated, and suitably arranged for 
quick reference. Each chapter begins with a synopsis, a 
feature that should appeal to the busy practitioner who 
has been spoiled in his reading habits and rendered im- 
patient by the popular digest-type of medical literature. 
I would recommend this text for students, clinicians in 
contagious disease hospitals, and medical school in- 
structors. —A. R. Marsicano, M.D. 


The Growth, Replacement, and Types of Hair. Pp. 461-752. 
Vol. 53, Art. 3. Annals of the New York Academy of 
Sciences, New York, 1951. 


Physicians often wish they knew why some persons 
have too much hair while others have a scarcity. The 
best answers available are in this volume. The many 
articles deal with basic knowledge in regard to the hair, 
its distribution, and its growth. Still, with all the tre- 
mendous amount of information in this text, one has 
to conclude that little can be done for the person who 
loses his hair or get; a lot of hair where he does not 
want it. —W. C. Atvarez, M.D. 


Psychosomatic Gynecology: Including Problems of Obstetrical Care. 
By William S. Kroger, M.D. and S. Charles Freed, M.D. 
Pp. 503. Price, $8.00. W.B. Saunders Company, Phila- 
delphia, 1951. 


This excellent monograph will probably give you 
more cause for argument, more new information and 
more stimulation of your thought processes than any 
book you could have purchased for quite a few years 
past. Many books and writers on the subject of psychoso- 
matic medicine really give only lip service to the sub- 
ject; these authors have a firm belief and solid grasp 
of the current ideas of their subject. Neither of the 
authors is a psychiatrist nor psychoanalyst; one is a 
gynecologist, the other an endocrinologist. 

I admit that I started the book by reading the section 
on frigidity first, then jumped to backache, then noticed 
the section on obesity and by that time had become so 
interested that I sat down and read the whole book in an 
organized fashion. I know I’m going to practice better 
medicine for having read this book. I shall handle my 
wed and un-wed mothers with far more insight, tact, 
and understanding; I'll look at each new backache with 
wide open eyes; I’ve had my conviction of the primary 
significance of the psychoemotional problem in obesity 
firmly supported and acquired quite a number of 
practical aids in treatment; and I’ve had the courage to 
treat a severe case of nausea and vomiting of pregnancy, 
with marked success, on the basis of it being a sub- 
conscious rejection of pregnancy. Although I once re- 
ceived a master’s degree in psychology and have tried 
to keep up with progress and new concepts in the field, 
I still find it difficult to go all the way with the authors 
in several areas. This may be due to the innate conserva- 
tism of the profession, to which I fall heir, or it may be 
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Sprague, R.G.: Cortisone and ACTH, Am. J. Med. /0:567, 1951. 
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due to a real projection of the ideas and material beyond 
fact and reality. In either case, the consideration and 
acceptance or rejection of the new idea becomes a 
profitable and interesting intellectual exercise. Psychia- 
trists and psychoanalysts, particularly adherents of the 
Freudian school, will find more to disagree with than 
will other physicians. 

The authors are not insistent. In their discussion of 
the toxemias of pregnancy, they point out the un- 
determined etiology of the condition and then give 
numerous brief facts and arguments to show the signifi- 
cance of psychic and emotional factors as possible 
etiologic factors in this disease. The lack of attempts at 
proselyting or any attempt to “write down” to the 
reader meet with my unqualified approval. Although 
the book is called “‘psychosomatic gynecology,” the 
alert general practitioner will immediately be aware that 
the gynecologist who opens his eyes to the patient as 
the authors have looked at the patient is in reality 
treating the “whole” patient, and is truly practicing a 
high quality of general practice. We have seen many 
cycles in medicine; we are now seeing the beginning of 
the specialties admitting the frustration and inade- 
quacy of their seeing and handling just a small seg- 
ment of the patient. 

This book is far more than gynecology. I commend it 
most highly to men in general practice. 

—Srantey R. Truman, M.D. 


ALSO RECEIVED 


Although the editors attempt to publish as many reviews 
of books as possible, space will not permit the review of all books 


received from publishers. 


Standard Nomenclature of Diseases and Operations. Edited 
by Richard J. Plunkett, M.D. Adaline C. Hayden, R. R. L., 
associate editor. Pp. 1,034. Price, $8.00. 4th Ed. The Blakis- 
ton Company, Philadelphia, 1952, for the American Medical 
Association. See editorial, pages 29-30. 


Atomic Medicine. Edited by Charles F. Behrens. Pp. 416. 
Price, $7.50. Thomas Nelson and Sons, New York. 


Clinical Pathology: Application and Interpretation. By 
Benjamin B. Wells. Pp. 397. Price, $6.00. W. B. Saunders 
Company, Philadelphia, 1950. 


Proceedings of the Third International Congress of the 
International Society of Hematology. Edited by Carl V. 
Moore. Pp. 593. Grune and Stratton, New York, 1951. 


A Syllabus of Laboratory Examinations in Clinical Diagnosis. 
Critical Evaluation of Laboratory Procedures in the Study of the 
Patient. Edited by Thomas H. Ham, M.D. Pp. 496. Price, 
$5.00. Paper Bound. Harvard University Press, Cambridge, 
Mass., 1950. 


The Mask of Sanity. By Harvey Cleckley. 2nd Ed. The 
C. V. Mosby Company, St. Louis, 1950. 


Love Is Not Enough: The Treatment of Emotionally Disturbed 
Children. By Bruno Bettelheim. Pp. 386. Price, $4.50. The 
Free Press, Glencoe, Ill., 1950. 
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Just Published!—Second Volume in the New and Unique 
Series, Handbooks of Operative Surgery. This new 
Handbook is inimitably ‘“‘Greenhill.’’ It is a superb word 
and picture demonstration of step-by-step technic of to- 
day’s approved gynecologic operations, including impor- 
tant obstetric operations. Pitfalls, contraindications, exact 
suture material, examination of the patient, preoperative 
preparation, postoperative care and complications are con- 
cisely covered. Some 400 original line illustrations on 124 
full-page plates give vivid pictorial guidance. Illustrations 
are always placed on right-hand pages, with complete, re- 
lated text on facing pages. Everything is in one convenient 
place.—By J. P. Greenhill, M.D., Cook County and 
Michael Reese Hospitals, Chicago. 320 pages, illustrated. 
Approx. $9.00, postpaid. 


BASIC 
MEDICAL PHYSIOLOGY 


Ready Soon!— Now you can readily bridge the gap between 
classroom days and current clinical practice. This is not a 
conventional text. It has a completely fresh viewpoint— 
the viewpoint of the physician who wishes to re-establish 
his background in basic physiology without bogging down 
in elaborate descriptions of controversial and _ historical 
matter. Present-day emphasis on physiologic consider- 
ations in clinical diagnosis and treatment demanded such a 
book. You will find it useful and rewarding.—By W. B. 
Youmans, M.D., Ph.D., Professor of Physiology, Univer- 
sity of Oregon Medical School. Approx. 400 pages, illus- 
trated. 
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Therapy for Vascular Headache 


to Reverse the Physiologic Disturbance 


Headache, a problem encountered in all kinds of medical 
practice, may occur in association with any of a variety of 
disorders, some organic, others purely functional. 


In headaches of organic etiology, e. g. sinusitis, febrile 
disease, brain abscess — the primary objective is to eliminate 
the basic disease. Head pain can be relieved temporarily with 
analgesics, pending diagnosis and definitive treatment. 


Functional types of headache present a greater problem, 
because of the obscure nature of ‘their etiology and their 
recurrent nature. Among these are: 


Migraine (both classical and variant forms) 
Tension headache 

Psychogenic headache 

Histaminic cephalgia 


Wolff and his co-workers established that the pain of these 
headaches is due to disturbance of the tonus of cranial blood 
vessels — hence the term vascular headaches. 


The craniovascular changes associated with the several 
phases of the typical migraine attack are: 


Vasoconstriction (Drawing 1) — to which the visual 
prodromata are attributable. It is possible to abort the 
attack during this phase in all but a few cases. (See 
treatment below.) 


Vasodilatation (Drawing Il) — as the vessels lose their 
tone, exaggerated pulsations set in, resulting in the 
throbbing pain which characterizes vascular headache. 
Treatment for the attack is still effective during this 
phase. (See below.) 


Vessel Edema (Drawing III) — if the vasodilation con- 
tinues for too long, vessel walls become edematous; this 
changes the character of the pain to a steady, intense 
aching. The attack can now no longer be checked, even 
with maximum dosage of specific drugs. Moreover, sus- 
tained headache often induces reflex neck muscle tension, 
a source of residual pain. 


VESSEL STATE 


PRIMARILY VISUAL DISTURB- 
ANCES: SCOTOMAS, HEMIAN- 
OPIA, UNILATERAL PARES- 
THESIA, PHOTOPHOBIA. 

SPEECH DISORDERS AND 
MOOD CHANGES: THESE 
USUALLY LAST FROM A FEW 
MINUTES TO AN HOUR. 


VASOCONSTRICTION 


AGONIZING PERIODIC HEAD- 
ACHE USUALLY LIMITED TO 
TEMPORAL, FRONTAL OR OC- 
CIPITAL REGIONS. 

HEADACHE IS THROBBING IN 
NATURE AND IS RELIEVED 
SOMEWHAT BY PRESSURE ON 
COMMON CAROTID ARTERY. 


NASODILATATION 


THE AGONIZING HEADACHE 
BECOMES DULL AND 
STEADY. MAY LAST FOR 
HOURS OR DAYS. 

NAUSEA, VOMITING, DRY- 
NESS OF MOUTH, EXCESSIVE 
SWEATING AND ‘CHILLINESS 
MAY OCCUR DURING THIS 
STAGE. 


Therapy: For maximum success, treatment must follow 
two lines: 


I. Relieve the acute attack — of the numerous drugs 
which have been tried, ergotamine and its derivative prep- 
arations have proved most effective. The newest product is 
oral tablets of Cafergot®, N.N.R. (ergotamine with caffeine 
“Sandoz’). When dosage is adjusted to the needs of the 
individual, Cafergot will give good relief in 85% of cases. 
It enables a greater number of patients to benefit from early 
administration since the oral route simplifies treatment as 
compared to parenteral therapy. 


Many migraine patients delay taking medication until the 
attack has reached its height. Explicit dosage instructions 
may be forgotten unless the patient is made to realize their 
importance. To help encourage adherence to correct dosage 
procedure, Sandoz Scientific Department has prepared pads 
of INSTRUCTIONS as reproduced below. 


1. Take 2 tablets at first sign of attack. 


2. If the attack continues take one additional 
tablet every half-hour until attack is ter- 
minated. 

3. Do not take more than 6 tablets for any 
single attack or more than 10 tablets in 
any one week. 

4. If attack develops more rapidly or is more 
severe than usual, take 3 or 4 tablets as 
carly as possible 

5. If you notice any change in your symp- 
toms, report to your physician imme- 
diately. 


2. Reduce the frequency of attacks — psychotherapy and 
regulation of living habits to avoid fatigue and nervous 
tension are most effective. 


Supplies of Instruction Sheets as shown in facsimile 
above will gladly be sent on request; reprints of recent 
reports on Vascular headaches are also available. 


GENERAL REFERENCES: DeJong, R : Chicago M. Soc. Pag > 54: 


106, 1951. Friedman, A.: Headache y, St. Louis, 
Vv. Co., 1951. Shofstall, and Shofstall, Kansas 
. Soc. 52: 366, 1951. Wolff, H.: Fiesdsche and Other Head Pain, 


New York, “Oxford University Press, 1948. 
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Academy Reports and News 


GENERAL PRACTICE CLINIC 


THE UNIVERSITY OF TENNESSEE SCHOOL OF MEDICINE 


BY PAUL WILLIAMSON, M.D. 


Two years ago, a study was begun by Dr. Henry 
Packer, professor of preventive medicine at the Uni- 
versity of Tennessee, to determine the possibility of 
organizing some kind of group to engage in active 
teaching of general practice. After a series of meet- 
ings with administrative and medical officials, it was 
determined to start, with some trepidation, a clinic 
for senior students. This clinic was to be known as 
the Family General Practice Clinic. One point in its 
organization was paramount: The student should 
be taught those things which an active general prac- 
titioner has found to be advantageous to know, 
rather than what a highly specialized physician 
thinks is worth while for the family doctor. 
Graduating students have been expertly taught 
in all the complicated entities but have practically 
no instruction in the common every day practice of 
medicine. Previously they have been given little 
responsibility and little or no chance to acquire skill 
in the routine tasks and procedures. It was pro- 
posed that the family general practice clinic offer 


only the intensely practical side of medicine, and 
that students be given some responsibility. 

An active general practitioner was made full time 
director of the program and a staff recruited from 
among the practicing physicians in the area. The 
program has been in operation since September 23, 
1951. This article covers the first four months of 
operation. 


Organization 


Aided by a $50,000 grant from a national founda- 
tion, the clinic is now provided with equipment 
typical of a better-than-average rural office. X-ray, 
laboratory, minor surgery and diagnostic rooms are 
available, and equipment for cystoscopic, procto- 
scopic and laryngoscopic examinations is on hand. 

The x-ray room has a 100 milliampere machine 
with fluoroscope and a 15 milliampere portable ma- 
chine. Students may request that x-rays be taken or 
may make their own x-ray examinations. The roent- 


A SELECT DOZEN ... these A.A.G.P. members, 11 of the first 12 men appointed to duty, are the nucleus of the University of Tennessee's 
General Practice Clinics staff in Memphis. Top row (left to right) are Drs. Ed Molinski, J. E. Holmes, John T. Carter, J. A. McQuiston, Bed- 
ford T. Otey, and Ben L. Pentecost. Bottom row (left to right) are Drs. Harry Johnson, D. H. James, Jacob Bronstein, George E. Paullus, 
and Marion Moore. Dr. Robert F. McCrary is not shown. Dr. Paullus is president and Dr. Pentecost is secretary of the Memphis chapter. 


Dr. James is president-elect of the Tennessee chapter. 
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from among all antibiotics, Surgeons often choose 


AU REOMYCIN 


Hydrochloride Crystalline 


because 
Aureomycin exhibits little tendency to Abscess Infected Burns 


favor the development of resistant Actinomycosis Intestinal 

strains of bacteria. Carbuncles Perforation 
Aureomycin rapidly penetrates all tissues Cellulitis Peritonitis 

of the body, particularly those of the Resin Soft Tissue 
gastrointestinal tract, and it has been PY P 2 

found useful prophylactically in surgery Furunculosis Infection 

of the tract. Gallbladder Ulcerative Colitis 
Aureomycin has been reported to be ef- Infection Vascular Infection 
fective against susceptible organisms in— Human Bites Wound Infection 


Throughout the world, as in the United States, aureomycin is 
recognized as a broad-spectrum antibiotic of established effectiveness. 
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genology department of the medical school has been 
most co-operative in offering aid to students in their 
first attempts to make examinations and interpret 
films. 

Heretofore, there has been no instruction in 
physiotherapy in the medical school or its associated 
hospitals. Students enter the general practice clinic 
with no appreciation of this important field of medi- 
cine. Physiotherapy equipment has been made avail- 
able and intensive instruction is carried out. This 
phase of the program has been so popular that addi- 
tional physiotherapeutic equipment is being ordered. 

Similarly, students are not conversant with the 
minor surgical procedures that are performed al- 
most daily in the office of the general practitioner. 
Their actual experience, other than observation, 
frequently consists of a few days spent in the emer- 
gency room. We have provided them with good 
minor surgical equipment and request that they do 
as much as they are capable of. Perhaps their intel- 
lectual horizon is broadened very little, but the 
scope of their ability is certainly increased. 

We feel that the average young physician is likely, 
sooner or later, to have an ECG and BMR in his 
office. Whether this is a tribute to his appreciation 
of this phase of diagnostic service or to the sales 
ability of the surgical supply houses we do not 
know, but since he will probably have this equip- 
ment, we have made it a part of the clinic. Students 
may take and interpret their own tests (and most 
do) or may order them done. 

Many students have no idea how to approach and 
handle patients. Patients in out-patient depart- 
ments are too frequently handled with an air of 
exasperated intolerance. Students have requested 
that we make some arrangement for providing dem- 
onstration of good patient relations in general prac- 
tice. To meet this problem, a single room at the 
clinic has been set aside as a demonstration examin- 
ing room. It will be a complete entity and will be 
equipped with the finest furniture and instruments. 

Provision will be made for one of the staff to work 
in this room during clinic hours and for one medical 
student at the time to work with him. 

In order that students may have ready access to 
basic texts and reference material, a small library has 
been started. Those on duty have been asked to 
verify their findings and to take advantage of stand- 
ard reference works. 

In general, student reaction has been favorable in 
the extreme. An unfortunate curriculum problem 
and a lack of space have been stumbling blocks 


which have not yet been overcome. 
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Mistakes are made in any medical center. It has 
been instructive to try to evaluate the minor medical 
mistakes made by students as they begin to assume 
responsibility. In evaluating charts as best we can, 
we have come to believe that the senior student will 
reach the correct conclusion just about as often as 
any member of the medical staff, but it will take him 
much longer and many more visits. 

A major mistake involving the staff and students 
has occurred only once. Fortunately, there were no 
dire results. We are relatively sure that there have 
been no other mistakes because of the natural eager- 
ness of the other departments to point out the errors 
of the general practice clinic. As near as we can 
ascertain, we are about on a par with other depart- 
ments. 

The General Practice Staff has been noteworthy 
for attendance. There has not been one “unexcused” 
absence since the program began. 


Outcall Service 


Beginning as soon as the administrative details 
are worked out, the general practice staff will have 
supervision of an outcall service under which the 
students will act as family physician for one or two 
families. This is scheduled to begin in July. 

In the beginning of the eighth quarter, which is 
essentially the beginning of the last year in school, 
the student, with the aid of the staff, will select a 
family. He will be expected to serve that tamily in 
the capacity of family doctor and will treat suchill- 
nesses as may be within his competence under the 
direction of the general practice staff. 

The family will be expected to call on their stu- 
dent for any medical problem that arises and he 
will act on it as his judgment indicates. The family 
may be requested to bring the ill member to the 
emergency room where the student may see him. 
If a home call is necessary, it will be made. Clinical 
follow-ups may be made through the general prac- 
tice clinic. 

Throughout, the student will be encouraged to 
gain the viewpoint of the general practitioner and to 
see the value of a family doctor. 


Emergency and Admitting 


In January, approval was granted for the general 
practice group to staff the emergency and admitting 
rooms of the entire medical center. A general practi- 
tioner is present from 7:00 a.m. until midnight 
every day and a member of the staff is on call during 
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the intervening hours. Heretofore, the emergency 
and admitting rooms have been staffed only by in- 
terns and residents. 

It is felt by both the administration and medical 
boards of the hospital that the preliminary diagnosis 
of patients lies largely in the hands of the general 
practitioner. Having such a man of staff rank in the 
emergency and admitting rooms should do much to 
expedite medical service. 

At present, approximately 40,000 patients a year 
are seen on this service; where there is usually one, 
and never more than three interns on active duty. 
The general practitioner can do much to relieve the 
work load of this very active service. 

This, the author believes, represents the first 
time in many years that a member of a general prac- 
tice staff has assumed the responsibility for diag- 
nosing admissions to a major medical center. 


Postgraduate Training 


Association with medical education and active 
experience in postgraduate study have not been 
readily available to the practicing family physician. 
Under an arrangement now in operation at the Uni- 
versity of Tennessee, a general practitioner may 


come to the medical center for postgraduate train- 
ing designed to fit his individual needs. 

These courses vary from one week to one month 
in duration and are given with the co-operation of 
the various specialty departments and the general 
practice staff. Each practitioner will spend his after- 
noons in the general practice clinic and in various 
conferences of the medical center. His evenings will 
be spent in the receiving ward where he will be given 
opportunity to see, examine, and follow up the 
treatment of such cases as he may be interested in. 

Each morning will be spent in the department of 
his choice doing active work at approximately the 
resident level. Courses are now available in medi- 
cine or any of its specialty branches, surgery or any 
of its branches, obstetrics and gynecology, pedi- 
atrics, x-ray, and tuberculosis. Others will be ar- 
ranged as desired. 

Each course will be handled as an individual mat- 
ter, and not more than two men will be accepted at 
any one time. No fee will be charged. 


Location Service 


The general practice office has compiled a file of 
available locations and has undertaken to investi- 
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gate the most promising ones. It has been brought 
to our attention that the average young man knows 
very little about investigating, obtaining a satis- 
factory place to practice, or about organizing a prac- 
tice. Members of the general practice staff have vol- 
unteered to give of their time and money to correct 
this situation. 

As it stands now, the program operates as follows: 
The location file is open to any young physician 
who cares to see it. The file is kept up-to-date 
and as much information as is possible is obtained 
about each town. After personal investigation by 
the young physician, a member of the staff will be 
glad to go with him to look over the location. 

When requested, the members of the general 
practice staff will aid in negotiations and organiza- 
tion of the practice. This, we believe, is not as big a 
job as it sounds. Most young men need guidance 
more than active help, and there are many physi- 
cians on the general practice staff who are qualified 
to give such guidance. 

This service is so new that beyond the fact that 
young men are taking advantage of it, no evaluation 
is possible. 


The steady increase in medical reading and writ- 


ing among the general practice staff has been one of 
the most stimulating parts of the entire program. 
No extensive or ultra-scientific research has been 
undertaken—such probably does not lie in the field 
of the average general practitioner. However, sev- 
eral minor clinical problems have been evaluated, 
some with promising results. 

At present, two major evaluations of medication 
are under way. No conclusion as to the value of 
these projects is possible, but it is well to remember 
that they are being carried on by men who have been 
labeled “incapable of research” by many. 

The program has expanded sufficiently that an- 
other general practitioner, Dr. Marion R. Moore, 
has been added to the full-time staff. Every one of 
our twenty-seven man staff either is a member or has 
applied for membership in The American Academy 
of General Practice. 

We are naturally deeply proud of the progress 
made by our general practice staff. This summary is 
submitted not alone in pride, but in proof that the 
general practitioner can and will make a tangible 
contribution to any medical center and that he is 
worthy of recognition as a colleague by any prac- 
titioner of any branch of medicine. 


HYDRATE — Fellows 


TASTELESS 


without HANGOVER 


Professional samples and literature on request 


pharmaceuticals since 1866 
26 Christopher St., New York 14, N. Y. 
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7'/2 gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE —Fellows 


Restful sleep lasting from five to 
eight hours. ‘“‘Chloral Hydrate produces 
a normal type of sleep, and is 

rarely followed by hangover.’’* 

Pulse and respiration are slowed in 
the same manner as in normal sleep. 
Reflexes are not abolished, and the 
patient can be easily and completely 
aroused . . . awakens refreshed.*** 


DOSAGE: One to two 71 gr., or two to 
four 3% gr. capsules at bedtime. 


EXCRETION—Rapid and complete, therefore 
no depressant after-effects.** 
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DRAMCILLIN 


@ On convenient 8 to 12 hour dosage sched- 
ule, Dramcillin-500 produces optimal ther- 
apeutic effect in most infections 


@ More uniform absorption due to magnitude 
of dosage 


@ The most economical high potency, liquid 
oral penicillin 


DRAMCILLIN 


@ fully effective with just 4 doses daily 


@ the only high potency, liquid penicillin- 
sulfonamide combination containing rap- 
idly absorbed and highly soluble sulfaceti- 


DRAMCILLIN mide 


preparations now include: 
PENICILLIN 


DRAMCILLIN-500, 
DRAMCILLIN-250, 
(250,000 units* per tec- 
spoonful), DRAMCILLIN 
{100,000 units* per tea- 


spoonful), DROPCILLIN 

(0,000 per DRAMCILLIN 
perful). 

PENICILLIN. 
TRIPLE SULFONAMIDES 

DRAMCILLIN-250 with 
Triple Sulfonamides, 2 

DRAMCILLIN-250Tablets With the addition of these three new preparations, 
withTriple Sulfonamides, 
DRAMCILLIN with Triple 


@ each tablet is equivalent to one teaspoon- 
ful of the above liquid form 


DRAMCILLIN—one easily remembered name— 


Sulfonamides (100,000 now identifies an effective, palatable, and most 
units of penicillin and 0.167 complete group of products designed to meet every 
ee ee commonly encountered need of the physician in 
imide per teaspoonful). i treatment with oral penicillin or penicillin-sulfona- 
“Buffered Crystalline Penicillin G : mides. White Laboratories, Inc., Kenilworth, N. J. 
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‘TABLETS WITH TRIPLE 


“units penicillin® with 0.167 


The accelerated, often frantic demands of 
modern living have increased the incidence 
P rovide M odern M. edical of hypertension. Frequently, however, a 
more normal, often longer life can be 


M. ana gement for the achieved through modern medical and 


nursing management—with diet, rest and 
the administration of superior medication 


Hypertensive Patient 


Admirably suited to 20th Century therapeutic needs, the basic action 
of this preparation causes relatively persistent vasodilation of smooth 
muscles, especially those of the smaller blood vessels including 
coronaries. Its use, therefore, is indicated in the symptomatic treatment 
of essential hypertension. 
Since Theobarb with Mannitol Hexanitrate also provides cardiac 
stimulation, dilation and diuresis plus a sedative effect upon the central 
nervous system, it is indicated as well in cases of angina pectoris, aes reat 
congestive heart failure and cardiac edema. . 


Additional Theobarb Products 


THEOBARB THEOBARB “‘SPECIAL’’ 
Theobromine Theobromine 
Phenobarbital Phenobarbital 
(the basic formula) 


THEOBARB with EPHEDRINE THEOBARB with RUTIN 


The Theobarb “SPECIAL” formula The basic formula plus RUTIN, 4 gr. MANNITOL HEXANITRATE 
plus EPHEDRINE SULFATE, % gr. Each tablet contains: 


Available in bottles of 50 and 500 tablets Theobromine . . 5 gr. 


Phenobarbital. . gr. 
PRODUCTS OF Mannitol Hexanitrate 1% gr. 


VANPELT & BROWN. INC PHARMACEUTICAL CHEMISTS 


RICHMOND 4, VIRGINIA 


THEOBARB WITH 
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William Smith, Jr., Dr. James Thomas Riley, Dr. Mildred Nell Kenney, and Dr. Jack Bowling Watkins. Dr. Carl C. Luedeke is not sho 


AAGP Announces Ten Mead Johnson Scholarship Winners 


Committee Selects Five Interns for 1952; 
Five Seniors for 1953 Scholarship Awards 


Winners of the A.A.G.P.’s Mead Johnson General 
Practice Scholarship Awards were announced in 
Atlantic City March 24 by Dr. William B. Hilde- 
brand, scholarship committee chairman. 

The winning interns, who will each receive a 


$1,000 stipend when they begin their residencies in. 


general practice this year, were chosen by the Mead 
Johnson General Practice Scholarship Committee 
from candidates submitted from five selected hos- 
pitals in the country. 

The 1952 honorees and the hospitals where they 
now are interning are: 

Dr. Mildred Nell Kenney, Crawford W. Long 
Memorial Hospital, Atlanta, Ga.; Dr. Carl C. 
Luedeke, The Christ Hospital, Cincinnati, Ohio; 
Dr. William Smith, Jr., John Gaston Hospital, Mem- 
phis, Tenn.; Dr. James Thomas Riley, Stamford 
Hospital, Stamford, Conn.; and Dr. Jack Bowling 
Watkins, Dr. W. H. Groves Latter Day Saints 
Hospital, Salt Lake City, Utah. 


Announcement of the scholarship winners for 
1953 was also made by Dr. Hildebrand at this Fourth 
Annual Scientific Assembly session. 

Winners, all medical school seniors who were 
nominated by five selected schools of medicine, for 
the 1953 residency awards are: 

Warren E. Swartz, University of Kansas School 
of Medicine, Kansas City, Kas.; Baldwin E. Lloyd, 
University of Wisconsin School of Medicine, Madi- 
son, Wis.; Maury Claiborne Newton, Jr., Medical 
College of Virginia, Richmond, Va.; Raymond 
Schneider, University of Rochester School of 
Medicine, Rochester, N. Y.; and Charles Allison 
Hammond, University of Washington School of 
Medicine, Seattle, Wash. 

The committee also released the names of alter- 
nates for the 1952 awards. They are: 

Dr. James I. Vansant, Crawford W. Long Memo- 
rial Hospital; Dr. Harley Grupe Shepard, Stamford 
Hospital; Dr. Grant H. Southwick and Dr. Leslie 


Senior medical students, selected to receive the Mead Johnson Scholarships when they begin their residencies in 1953 are shown below. 
They are (left to right) Charles Allison Hammond, Warren E. Swartz, Raymond Anthony Schneider, and Maury C. Newton, Jr. The fifth 


winner, Baldwin E. Lloyd, is not shown. 


ae Four of the five winners of Mead Johnson General Practice Scholarship Awards for 1952 are shown above. They are (left to right) Dr. 
| 
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Carbonated Beverages Help Maintain 


That carbohydrates form an essential part of the diet 


Physiologically, carbohydrate is synonymous with glucose in that only this 
sugar can be used directly by the body. It is significant, too, that the total sugar 
storage capacity of the body is relatively small, amounting to only enough to last 
the average adult about thirteen hours and the supply must be constantly main- 
tained, mostly by dietary means. 

. :2But sugar is more than a “food”! It provides the sole source of fuel for the 
brain and other nerve tissue; it is the most efficient fuel for muscular contraction; 
it spares body proteins, prevents acidosis and ketosis, detoxifies and increases tissue 
resistance to infection®, and through its effective concentration in the blood, it 
maintains consciousness—a versatile substance indeed. Bottled carbonated soft 


drinks offer a zestful, palatable and convenient means by which to supply sugar 
when needed. 


ce The “three-meals-a-day” routine does not always suffice to maintain the 
wale levels of muscular and mental efficiency. Peak efficiency is reached about 
an hour after a meal, then falls off steadily to a low point unless sugar is given 
between meals® There is no excuse for the “‘let-down” when carbonated soft 
drinks are available. It is considered sound nutrition practice to supply sugar 
when needed most. Small amounts are necessary to replenish used-up stores and 
thus maintain efficiency. 


i On the average, a bottle of flavored carbonated beverage contains one hundred 
calories or less, in a form rapidly absorbed and transformed into food energy. As 
a guide to sound nutrition, the Food and Nutrition Board of the National Research 
Council recommends use of the Seven Basic Foods in amounts which leave ample 
leeway for you to enjoy your favorite soft drink. 


a 1. JoLLiFFE, NORMAN, ET AL: Clinical Nutrition, p.585. N.Y. 1950. Paul B. Hoeber, Inc. 


Saft Dri lndetry 2. Boyp, J.D. J. Calif. State Dent. A., 26:63, 1950. 
3. YouNGER, H.B. Am. J. Orthodont. & Oral Surg., 33:462-468, 1947. 
4. Pincus, P. J. Calif. State Dent. A., 26:62, 1950. 


5. SOSKIN, S. and LeviNE, R. Carbohydrate Metabolism, 1946. University of Chicago Press. 
6, HaGGarp, H.W. and Greenserc, L.A. Diet & Industrial Efficiency, 1931. Yale University Press. 


AMERICAN BOTTLERS OF CARBONATED BEVERAGES 
Washington 6, D. C. 
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L. Fillmore, Dr. W. H. Groves, Latter Day Saints 
Hospital. 

Medical seniors who have been named alternates 
for residencies in 1953 by the Mead Johnson Gener- 
al Practice Scholarship Committee are: 

John O. Baeke and Robert H. Brownsberger of 
the University of Kansas, Merne William Asplund 
and Gerald Joseph Derus of the University of Wis- 
consin, Robert Lester Gibson and Thomas Addis 
Emmet Moseley, Jr., of Medical College of Vir- 
ginia; Donald Byron Polan of the University of 
Rochester, and Robert C. Colburn and Lewis Lin- 
coln Bock of the University of Washington. 

Hospitals eligible for residency training in gen- 
eral practice under the scholarship program have 
also been released. The winning interns will take 
their residencies this year in five of the following 
selected hospitals: 

Baton Rouge General Hospital, Baton Rouge, 
La.; City-County Hospital, Fort Worth, Tex.; 
County of Los Angeles General Hospital, Los An- 
geles, Calif.; Evangelical Deaconess Hospital, Mil- 
waukee, Wis.; Grant Hospital, Chicago, IIl.; 
Kanawha Valley Hospital, Charleston, W. Va.; 
Methodist Hospital of Central Illinois, Peoria, Ill. ; 
Millard Fillmore Hospital, Buffalo, N. Y. 

Also, Our Lady of Victory Hospital, Lackawanna, 
N. Y.; Providence Hospital, Seattle, Wash. ; Sacred 
Heart Hospital, Yankton, S. D.; St. Francis Hos- 
pital, Wichita, Kas.; St. Mary’s Infirmary, Galves- 
ton, Tex.; Sharon General Hospital, Sharon, Pa.; 
and Sheltering Arms Hospital, Richmond, Va. 

Serving with Dr. Hildebrand on the committee, 
that made the selections, are Drs. W. H. Anderson 
of Boonville, Miss.; Mary E. Johnston of Tazewell, 
Va.; Dave Dozier of Sacramento, Calif.; H. Kenneth 
Scatliff of Chicago, Ill.; and Fred A. Humphrey of 
Ft. Collins, Colo. 


First Dentist Draft Call in April; 
Council Reports Priority | Status 


Tue first draft call for dentists since the outbreak 
of the Korean war has been announced by the 
Defense department. 

Officials said the call was ordered because the 
number of dentists volunteering for commissions is 
expected to fall short of the need for replacements. 
The draftees will be inducted in April. 

The Armed Forces Medical Policy Council an- 
nounces that of 5,478 physicians and 2,296 dentists 
registered in Priority I category who have received 
commissions in the armed forces, 4,476 doctors and 
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PERMANENT BINDING FOR YOUR GP COPIES 


The desire to preserve the issues of GP for 
permanent reference has brought an increasing 
number of inquiries from subscribers for advice as 
to where they can have this binding done. As a 
result of some extensive investigation, we feel 
that the most satisfactory and economical results 
can be obtained by selecting a capable bindery, 
specializing in this type of work, which will follow 
our specifications and produce an attractive, well- 
bound book, at a reasonable price. 


We are pleased to announce that PABS (Pub- 
lishers Authorized Binding Service), 308 West 
Randolph Street, Chicago 6, Illinois, has been 
selected as offering this type of service. They will 
bind six issues of any volume in the best grade of 
washable “GP Blue” buckram, with gold stamping 
on the spine and the subscriber’s name in gold on 
the front cover. The cost is $3.60 per volume. 
Send the six issues to Chicago, express or parcel 
post prepaid, with check or money order payable 
to PABS. The bound volume will be returned, 
transportation prepaid, by the bindery. 


& 
Sharp & Dohme 


Each tablet contains: 


The Gentarth formula constitutes a new, direct 
approach for relief of pain and reduction of 


swelling and joint inflammation in rheumatoid ‘ . 
arthritis. Gentarth is non-hormonal in action. Sodium Gentisate. . . . . . . 100 mg. 
Sodium gentisate has been found to produce a es. 
favorable results in both rheumatoid arthritis (representing 43% Salicylic Acid and 
and acute rheumatic fever,? possibly because 3% lodine in a Calcium-Sodium 
of its inhibiting effect on the hyaluronidase in Phosphate buffer salt combination) 
synovial cavities.34 Inclusion of salicylate, as + 
in the Gentarth formula, provides additional anal- . . 100mg 
gesic action and enhances effectiveness. 
Gentarth tablets also contain succinic acid to Dosage: 2 to 4 tablets 3 or 4 times daily (after 
protect against increase in prothrombin time— meals and before bedtime). 
a necessary precaution in prolonged salicylate ee 
therapy. Supplied in bottles of 100, 500 and 1,000. 


Available through all ethical pharmacies. 


1. Boyd, L.J., Lombardi, A.A., and Svigals, C.: New York Med. 
Serving the medical profession for nearly a third of a century College Bull., 13:91, 1950. 

2. Meyer, K. and Ragan, C.: Mod. Concepts of Card. Disp., 17:2, 1948, 
3. Quick, A.J.: J. Biol. Chem., 101:475, 1933. 

4. Guerra, J.: J. Pharm. Exper. Ther., 87:1943, 1946, 


PHARMACAL COMPANY Pharmaceutical Manufacturers 
Jasper and Willard Streets, Philadelphia 34, Pa, 


pain-free activity 


“The best results were obtained in patients... 


treated with sodium gentisate and salicylate”! 


ENTARTH 


The original preparation containing sodium gentisate, 
an inhibitor of the spreading factor enzyme, hyaluronidase 


Tablets 
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2,201 dentists had been ordered to active duty as 
of January 1. 

The Council said that the remaining dentists and 
doctors are, for the most part, individuals under 
consideration for call to active duty or those whose 
call has been temporarily delayed because of their 
essentiality. 

Public Law 779, which was passed in September, 
1950, and is sometimes called the “doctor draft,” 
established four categories under which medical 
and dental specialists were required to register and 
also the order of priority of these categories for 
induction purposes. 

Physicians and dentists registered in Priority I 
category are those who participated in an ASTP or 
V-12 program, or were deferred from service during 
World War II to attend school at their own expense. 

This category includes those who have served 
less than 90 days in the armed forces, coast guard, 
or U.S. Public Health Service subsequent to the 
completion of their medical or dental education. 

The first of the year the Policy Council heard the 
findings of a tri-service Medical Supply Team, re- 
cently returned from Korea and Japan, regarding 
the adequacy of medical supplies and equipment in 
the Far East Command. 

After visiting more than 40 medical installations, 
most of them in the field, the team agreed that the 
present medical supply system is basically sound 
and effective. It reported that some complaints 
from the field were justified, but that they stemmed 
primarily from local causes which have already 
been, or are in the process of being, corrected. 

The Council has given its sanction to a proposed 
plan whereby, as in World War II, the U.S. Public 
Health Service would be responsible for industrial 
health services in government-owned, contractor- 
operated arsenals and plants. 


Lutheran Hospital Committee Posts 
To Eight Kansas City AAGP Members 


E1cut of the new medical staff committee members 
of Trinity Lutheran Hospital in Kansas City, Mo., 
are general practitioners and members of the Acad- 
emy, Dr. Chester M. Counsell, chairman of the 
hospital committee of the Missouri chapter of the 
A.A.G.P., announces. 

The appointments were made at the first meeting 
of the new hospital board on February 18. 

Of these eight Kansas Citians, three, Drs. R. M. 
Myers, J. M. Powers, and P. E. Pearson, are mem- 
bers of Trinity Lutheran Hospital’s executive com- 
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SODIUM 2 5 DIMYOROXYBENZOATE 
OS GRAM TABLETS 
SUTLIFF & CASE CO. 


IMMEDIATE RESPONSE 


SPEEDY CONVALESCENCE 


New, effective, non-toxic CASATE, in Rheumatic 
Fever cases, provides relief from pain—often 
dramatic improvement and speedy recovery. 
Maintains and prolongs remissions to allow gen- 
eral systemic improvement and restoration of ac- 
tive function of patient. 

CASATE is well tolerated in large or small doses 
by patients of all ages. Compatible with therapy 
used in other associated chronic diseases. 

Low in cost—oral administration—requires a mini- 
mum of laboratory checks. 


AVAILABLE. CASATE (sodium 2,5, dihydroxybenzoate) 
tablets contain 0.5 gm. (7.7 gr.), supplied in bottles 
of 100. 


WRITE FOR COPY OF CLINICAL AND LABORA- 
TORY INVESTIGATION JUST PUBLISHED 


SUTLIFF & CASE CO., INC. 


260 SPRING STREET, PEORIA, ILLINOIS 
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POTENT PROTECTION 


> >> against the combined threats of 


arteriosclerosis and capillary fragility 


the arteriosclerotic patient, 
victim of poor dietory habits 
and the tempo of modern life 


the diabetic-hypertensive 
patient, often manifesting 
excessive capillary fragility 


the coronary thrombosis 
patient, continually threat- 
ened by voscular accidents 


intimal capillary hemorrhages 
of the aorta may be precur- 
sors of more critical thrombi 


section of thrombotic artery 
showing fibrous thickening of 
intima and atheromatous area 


capillary fragility 
shown by high 
petechial count 


VASCU 


TRADEMARK 


VASCUTUM* makes possible a dual attack, both 
prophylactic and therapeutic, in the two-front 
battle against hypercholesterolemia and capil- 
lary fragility, combining in one medication: Inositol 1 Gm. | Rutin 150 mg. 


The average daily dose (6 tablets) provides: 


Choline 1Gm.| Pyridoxine HCI 4 mg. 


1 Potent amounts of lipotropic agents, to 
promote decholesterolization in atheroscle- 
rosis, liver cirrhosis and diabetes mellitus. 


di-Methionine 500 mg.| Ascorbic Acid 75 mg. 


VASCUTUM marks a distinct advance in the 
management of interrelated degenerative dis- 
eases affecting the middle-aged and elderly. 


SUPPLIED in bottles containing 100 tablets. 


2 Therapeutic amounts of rutin and ascorbic 
acid, to combat related capillary weakness 
effectively. Damaging retinalhemorrhage often 


results from excessive capillary fragility and SCHENLEY LABORATORIES, INC. 
associated abnormal cholesterol deposits. 350 FIFTH AVENUE e« NEW YORK 1 


© Schenley Laboratories, Inc. *The word VASCUTUM is a trademark of Schenley Laboratories, Inc. 
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mittee. Dr. Myers is also a member of the school of 
nursing committee and Dr. Pearson is on the budget 
committee. 

Dr. L. B. Wilson is chairman of the intern com- 
mittee of which Dr. H. H. Shuey is a member. 

Drs. M. B. Casebolt, president of the Missouri 
chapter of A.A.G.P., and Dr. E. R. Knox are two of 
the three members on the medical records com- 
mittee. Dr. Casebolt heads the group. 

The budget committee chairman is Dr. C. N. 
Lindquist. 

Trinity Lutheran, a 145-bed hospital, is approved 
for intern training by the A.M.A. Council on 
Medical Education and Hospitals. 


Medical Profession Has Strong Ally 
In Illinois’ Republican Senator Dirksen 


Tue medical profession has become the “whipping 
boy” for politicians and pressure groups, Senator 
Everett Dirksen, Republican from Illinois, told his 
audience at a luncheon held February 10 during the 
48th annual congress on Medical Education and 
Licensure in Chicago. 

His speech, “The Citizen and the Doctor,” 
pointed out the transition of mass production to the 
mass thinking of today that is instrumental in bull- 
dozing some law through Congress. 

Dirksen, a rugged individualist, was referring to 
the public health bill which he opposes. 

“The medical profession has a unique position 
in our country today. It wants no federal money, 
no favors, and wants to be left alone,” he declared. 


Republican Senator Dirksen. 
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Academy Members 


may now order 


GIFT 


Subscriptions 


for 
Hospital and Medical 


School Libraries 
at $5090 each 


This special rate (half the regular non-member 
price) applies only to gifts by Academy chapters 
or members to medical libraries. Subscriptions 
placed by hospitals or schools direct, or subscrip- 
tions for non-member physicians (excepting stu- 
dents, interns and residents) still require the full 
$10.00 rate. 


There are undoubtedly many hospitals in every 
state that would welcome a copy of GP every 
month. Certainly every medical student should 
have access to the wealth of sound medical know!l- 
edge in every issue of this magazine. Chapters or 
members can render a real service to these institu- 
tions by giving them a subscription—and at a 
below-production-cost price! An attractive card 
announcing your gift will be mailed to the for- 
tunate recipient. 


Orders should be marked “Gift Subscription” and 
mailed to 


GP BUSINESS OFFICE 


406 West 34th Street, Kansas City 2, Mo. 
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' purging parent... 


She boasts of keeping the poor 
child’s bowels ‘wide open.” 


Instead of keeping the youngster healthy, she 
is establishing a laxative limp in the digestive 
tract. 

Turicum, giving lubricoid action without oil, 
affords sane therapy without irritating the bowel. 

Turicum is nota one-dose cathartic. Itisa treat- 
ment which, taken over a period, helps restore 
a gentle, symptomless, normal bowel function. 


TURICUM 


HYDROPHILIC LUBRICOID 


WHITTIER LABORATORIES 
CHICAGO 11, ILLINOIS 


A DIVISION OF NUTRITION RESEARCH LABORATORIES, INC. 


H. Kenneth Scatliff, M.D. 


Many A.A.G.P. members and several members of 
the headquarters staff from Kansas City attended 
the luncheon. 


Dr. Scatliff Named to High Committee 
Post for Annual AMA Meeting in June 


Dr. H. Kennetru Scaturr of Chicago has been 
named vice-chairman of the Local Arrangements 
Committee for the annual A.M.A. meeting which 
will be held in Chicago June 9-13. 

Dr. Scatliff, president of the Chicago Medical 
Society, is a member of the A.A.G.P. Commission 
on Legislation and Public Policy. He is also very 
active in the Illinois state chapter’s work. 

In the essay contest on improving medical care, 
sponsored by the Chicago Medical Society, Dr. 
Scatliff is on the judges panel. 


In New York Two Out of Three General 
Practitioners Have Hospital Privileges 


APPROXIMATELY two out of every three general prac- 
titioners in New York City have hospital staff ap- 
pointments, according to a report of the Hospital 
Council of Greater New York in January. 

The study indicated that most of the 7,000 
specialists in the city do have staff appointments. 

However, the council stated, “It is increasingly 
recognized that the general practitioner plays an 
important part in community medical care and that 
provision should be made for him on_ hospital 
staffs.” 
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Chit the Shadow of Chalk... 


\ 
977 out of every thousand wounded will live. 


Thanks to advanced military medicine, fatalities among the wounded 
have been reduced by more than 72.9%** since World War I. 


The Mobile Army Surgical Hospital, an innovation of the Korean 
Campaign, deserves its share of the credit. This unit operates near 
the front lines to help bring mortality from wounds to its lowest 


i 5 Ji point in history — 
~ , "World War I — Fatalities among the wounded — 8.5% 
Military Got World War 
Korea (Current) — — 2.3% 


The evolution of the unit, the devotion and skill of individual doctors, the wonder drugs and improved armamentarium all con- 
tribute to this life-saving success. The Military Model BOVIE Electrosurgical Unit, manufactured by Liebel-Flarsheim (as are all 
Bovies) plays an important part in the enhanced capabilities of the surgical team. 

Rugged enough to take the abuse of rough handling and transport or parachute drop, built to resist fungus of the tropics, to 
stand “dunking” in the surf, drenching rains or freezing snow — the Military BOVIE demonstrates the same utility and dependa- 
bility that has made the civilian BOVIE models world-famous. 

** Statistics from Surgeon General's Office United States Army 


THE LIEBEL-FLARSHEIM CO. CINCINNATI 2, OHIO 
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Cd of The Lhath. ‘ most aptly to the life-saving 


achievements as statistically revealed on the preceding page. 


Were eased that the BOVIE Electrosurgical Unit has had 
its part in such an impressive military surgical record. 


FOR CIVILIAN PRACTICE, TOO... 


While military demand for electrosurgical apparatus 
is substantial, accelerated L-F production also makes 
BOVIES available wherever needed by home-front 
physicians and hospitals. 


If you’re a surgeon who needs a Bovie for its advan- 
tages of hemorrhage control, limitation of metastasis, 
maintenance of sterility, or minimization of surgical 
shock - -- YOU CAN HAVE IT. Or if you’re a general 
practitioner, dermatologist, or gynecologist and need 
a Bovie for your office --- YOU CAN HAVE IT. 


For electrosurgery at its best, whether it’s epilation, 
conization, or lobotomy—there’s a BOVIE MODEL for 
every purse and purpose. 


MODEL O-3 (OFFICE) 2” 


Provides cutting, coagulating, and desic- 
cating currents for all minor electrosurgi- 
cal needs. Thousands in use by general 
practitioners, dermatologists, gynecolo- 
gists, proctologists, laryngologists, and 
general surgeons. 


MODEL “AG” (HOSPITAL) 0 


Provides power, precision, conven- 


SYMBOL OF DEPENDABILITY & PERFORMANCE 


ience, and flexibility for every useful Electrosurgical Apparatus 
electrosurgical technique. Suits every Electromedical Apparatus : 
surgeon. X-Ray Specialties 


THE LIEBEL-FLARSHEIM COMPANY 
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Negro physicians in the metropolitan area do not 
fare as well as other physicians in obtaining hospital 
staff appointments, the Council found in its survey. 

The Council said it was desirable for ALL doctors 
in active practice to have hospital connections which 
“afford not oniy the privilege of caring for their 
private patients but also the educational advantages 
gained from working in the wards and outpatient 
departments.” 

It was found that there are enough general care 
hospital beds in New York to meet the needs of the 
people, so the Council concluded that there should 
be enough hospital appointments for all the 
physicians who take care of them. 


Mississippi Finds Medical Scholarship 
Loan Program Pays Off in Rural Doctors 


AFTER five years of operating a medical education 
scholarship loan program, the Mississippi State 
Medical Education Board reports that 332 prospec- 
tive physicians have received loans. Sixty-seven 
of them are now in practice and 59 are completing 
internships. 

The loan program is based upon the fact that, 
with few exceptions, rural medical students will 
return to rural communities to practice. Funds for 
the program are provided through the state legis- 
lature and the program is directed by the State 
Medical Education Board. 

Prospective students from the rural communities 
are eligible for a loan up to $1,250 each school year 
if they agree to return to practice in Mississippi 
towns of 5,000 population or under. 

According te Dr. D. S. Pankratz, chairman of the 
board, this program has proved most effective in 
getting physicians to live in small communities. 

Since Mississippi has only a two-year medical 
school, all of these students complete their edu- 
cation at four-year schools in other states. 


More Courses Announced for General 
Practitioners by Colorado University 


Four new postgraduate courses designed mainly 
for general practitioners are announced by the 
University of Colorado School of Medicine. 

April 10-12 are the dates of the course on 
“Gynecology, Obstetrics, and Related Problems of 
the Newborn.” Guest lecturers will be Professor 
Emil G. Holmstrom of the University of Utah, and 
Professor Gilbert J. Vosburgh of Western Reserve 
University. 
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Sessions will be held May 1-3 and May 19-20. 
These May meetings will be on poliomyelitis and 
traumatic and emergency surgery. 

‘Psychiatry for General Practitioners” will be 
the subject for the last meeting, June 26-28. Dr. 
William T. Shanahan, professor of psychiatry at 
the University of Texas, will be in charge. 


Commonwealth Fund Aids Tennessee’s 
New Family General Practice Clinic 


THE Commonwealth Fund of New York has awarded 
$53,200 to help support the University of Tennes- 
see College of Medicine’s new Family General 
Practice Clinic in Memphis, according to an an- 
nouncement made by Dr. O. W. Hyman, dean of 
the College. 

The philanthropic organization will award the 
money over a three and one-half year period, he 
said. It will be used to improve both the teaching 
program for students and the services to patients 
at John Gaston Hospital, Memphis, where the 
clinic is located. 

In a recent report, Commonwealth Fund trustees 
noted the fund is financing a number of innovations 
in medical school training designed to improve the 
efficiency of general practice and render it more 
attractive to the student. 

The Family General Practice Clinic was inaug- 
urated last September in the Outpatient Depart- 
ment of John Gaston Hospital to give senior stu- 
dents an opportunity to familiarize themselves with 
medicine as practiced by competent general practi- 
tioners. 


Medical News in Small Doses: 


A RETURN to the fold might describe the action of 
Dr. Henry Poncher, chief of pediatrics at the Uni- 
versity of Illinois Medical School, who has decided 
to give up his city specialization and become a small 
town family doctor. He is resigning August 31 and 
will practice in Valparaiso, Indiana. “For years 
I’ve been trying to teach my students the very thing 
I’ve decided to do,” was the doctor’s comment. . . . 
The Academy’s new president Dr. R. B. Robins 
will be guest speaker at the National Association of 
Chain Drug Stores Convention April 16 in Holly- 
wood, Florida. Other April speaking engagements 
will be at the Tennessee chapter’s meeting April 7 
in Knoxville and April 30 with the Kentucky chap- 
ter in Louisville. . . . Dr. Andy Tomb of Victoria, 
Tex. has been appointed to the editorial board of 


ie 
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in the office... 


sick people 


need nutritional support 


the “Heart Bulletin,” a new publication which is 
just off the press. . . . The Section on General 
Practice at the 186th Annual Meeting of the Med- 
ical Society of New Jersey will be presided over by 
Dr. Edwin Rosner of Collingswood, N. J. The gen- 
eral practitioners’ session will be May 21, the last 
day of the three-day meeting. . . . Dr. Lowry 
McDaniels of Tyronza, Ark., past president of the 
Arkansas chapter, has been named professor of 
medical ethics at the University of Arkansas Medical 
School. . .. Columbus (Ohio) Academy of Medicine 
has created a liaison committee to work with the 
Franklin County (Ohio) chapter and the Ohio 
chapter of A.A.G.P. in the field of postgraduate 
study. ... Dr. L. O. Sale of Fisher, Ill., was chosen 
outstanding general practitioner of the year by the 
executive committee of the Champaign County 
Medical Society. . . . A doctor in San Francisco 
plans to use a rubber stamp—a duplicate of the new 
A.M.A. office plaque—on his monthly statements as 
an added incentive to his patients to talk over ques- 
tions of professional services and fees, thereby 
building a feeling of mutual understanding between 
physician and patient. 


NEWS FROM 


THE STATE CHAPTERS 


The Kansas chapter of the A.A.G.P. will hold its 
second Annual Scientific Meeting April 28 at the 
Town House in Kansas City, Kas. The all-day 
session will begin at 10:00 a.m. with a business 
session and election of officers. 

Dr. Thomas Findley, chief of medicine at the 
Ochsner Clinic, and Dr. Bayard T. Horton of the 
Mayo Clinic will present scientific lectures to the 
Kansans, beginning at 1:30 P.M. (see cuts). 

Dr. Horton will speak on “Headache Mechan- 
isms” and “Migraine and Tension Headaches.” 
Hypertension problems will be dealt with by Dr. 
Findley in his speeches, “Venesection as a Thera- 
peutic Procedure,” and “The Placebo and the 
Physician.” A panel, headed by Dr. Ferd Helwig as 
moderator, will discuss ‘“"Thrombo Embolic Diseas- 
es.”’ Others taking part will be Drs. Findley, Horton, 
and Maxwell Berry. 

At 7:30 p.M. a banquet will be held with Bill 
Vaughn, Star Beams editor of the Kansas City Star, 
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Dr. Findley. 


as speaker. Dr. Albert C. Harms of Kansas City, 
president-elect, is chairman of the Committee on 
Programs. 

Dr. Ray Busenbark of Kansas City, Kansas has 
been installed as president of the Wyandotte 
(Kansas) county chapter. Other new officers are 
Dr. F. J. Strick, vice-president; Dr. Harvey L. 
Lloyd, secretary; and Dr. K. C. Haas, treasurer. 
Drs. M. R. Fitzpatrick, G. P. Neighbor, and W. C. 
Rasmussen are trustees. 

At the February 26 meeting of the St. Louis 
(Missouri) chapter, Dr. Louis A. Buie of the Mayo 
Clinic was guest speaker. 

Medical-legal problems were discussed by Paul 
C. Sprinkle, a lawyer, at the Greater Kansas City 
(Kansas and Missouri) chapter’s February dinner 
meeting in Kansas City, Mo. 

May 1, the Connecticut chapter will hold its 
annual scientific program in Hartford. This meeting 
is being held on the last day of the joint session with 
the Connecticut State Medical Society, which will 
begin April 29. Three New York doctors and one 
from Hartford will present the scientific lectures. 

Dr. Henry L. Birge of Hartford will speak on 
**Prevention of Blindness from Glaucoma Through 
Closer Co-operation Between the General Practi- 
tioner and the Eye Physician.” Dr. Marion B. Sulz- 
berger’s topic will be the relationship of skin 
diseases and the emotions. 

Backaches will be discussed by Dr. John R. Cobb, 
and Dr. Stewart Wolf will speak on “The Physio- 
logical Effects of Placebo Administration.” 

Dr. Wingate Johnson of Winston-Salem, N. C., 
will be the banquet speaker. 

During the A.A.G.P. Scientific Assembly in At- 
lantic City, the Connecticut chapter had its annual 
social hour and dinner at Hotel Dennis on March 
25. 

Thirteen general practitioners and internists at- 
tended the New London (Connecticut) county 
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FIVE REASONS sons  & 


@ provides the fastest sperm-immobilizing time rec- 
ognized by the Advisory Committee on Contra- 
ceptives of the Council on Pharmacy and Chemistry 
of the American Medical Association 


@ occludes cervix for as long as 10 hours after coitus 


@ will not melt or run at body temperature 


@ nontoxic and nonirritating as proved by both labora- 
tory and clinical tests 


®@ continuously acceptable to patients because of its 
crystal clarity and agreeable odor 


- necological division 
Every comparative test proves - - - 


there is no better product available JULIUS SCHMID, INC. 
423 West 55th Street, NEW YORK 19, N. Y. 
*Active ingredients, by weight: Dodecaeth- 
yleneglycol monolaurate 5%; Boric Acid quality first since 1883 
1%; Alcohol 5%. 
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Banquet Setting . . . The day's meeting is the subject of conversa- 
tion for Alabama chapter's new president, Dr. Arthur F. Wilkerson, 
Jr.; (left to right) Dr. William B. Virgin, vice-president of the 
Southeastern Division; Mrs. Wilkerson, and Edwin B. Kent, senior 
medical student at the Medical College of Alabama. Dr. Wilkerson 
was installed at the Birmingham meeting. 


chapter’s postgraduate course in clinical electro- 
cardiography in New London. Dr. Arthur J. Geiger 
of New Haven conducted the course, which was 
made up of 10 sessions. 

Dr. Arthur F. Wilkerson, Jr., of Marion, Alabama, 
has been installed as president of the Alabama 
chapter. The president-elect, chosen at the January 
23 meeting in Birmingham is Dr. J. N. Carmichael 
of Fairfield. Dr. E. L. Strandell of Brewton was 
elected vice-president of the Southwestern Division. 
Dr. Albert S. Dix is new chairman of the board of 
directors. New directors are Drs. J. Paul Jones, 
J. G. Daves, and Julius Michaelson. (See cuts.) 

New Officers of the Mobile (Alabama) county 
chapter are Dr. George W. Newburn, Jr., president, 
and Dr. V. H. Hill, president-elect. Re-elected to 
office were Dr. F. T. England, vice-president, Dr. 
William G. Fonde, secretary, and Dr. B. B. Kim- 
brough, treasurer. 

Theannual meeting of the Oklahoma chapter was 
held March 17-18 in Tulsa. The chapter has ap- 
proved credit for attendance at the course on Prac- 
tical Psychiatry which was given by the University 
of Oklahoma School of Medicine February 25-26. 

Dr. Warren Poole has been installed as president 
of the Oklahoma county chapter. Other new officers 
are Dr. A. R. Jackson, vice-president, Dr. Byron E. 
Williams, secretary-treasurer, and Drs. Lynn Har- 
rison and P. K. Graening, directors. 

The first state Scientific Assembly of the Washing- 
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Apart from the Crowd ... Dr. J. N. Carmichael, president-elect of 
the Alabama chapter (left to right), Mrs. Carmichael, Dr. E. L. 
Strandell, newly-elected vice-president of the Southwestern Divi- 
sion, Mrs. Strandell, and Dr. A. J. Treherne, Academy member and 
officer of the Alabama State Medical Association, gather for a 
prebanqvuet chat in Birmingham. 


ton chapter will be held October 31 and November 1 
in Wenatchee. Inasmuch as Seattle, Spokane, and 
Tacoma all have had an abundance of scientific 
sessions, the chapter’s board of directors decided 
the Washington chapter could make its greatest 
contribution by bringing a meeting with nationally- 
known speakers to the smaller-sized cities. Yakima, 
Olympia, Longview, and Bellingham were also con- 
sidered for this first meeting. 

The Washington chapter also announces its 
fourth Annual Spring Clinic Day and Senior 
Students’ Banquet on April 25. This event gives 
senior medical students an opportunity to attend a 
scientific meeting with these family doctors and 
then have an evening of entertainment together. 

New officers of the Spokane (Washington) county 
chapter are Dr. James E. Cunningham, president, 
Dr. R. M. Schulte, vice-president, and Dr. G. E. 
Pierce, secretary-treasurer. 

Dr. Esmond Fatter, permanent chairman of the 
Lovisiana chapter exhibit committee, announces 
that all technical exhibit space for the chapter’s state 
convention to be held September 10-12 has been 
taken. The meeting will be held in New Orleans. 

Thirty members of the south central section of 
the Pennsylvania chapter attended the meeting at 
Polyclinic Hospital in Harrisburg to hear Dr. 
Creedin S. Fickel and Dr. Kirby Lawson of Harris- 
burg and Dr. Edwin Matlin of Mt. Holly Springs, 
Pa. speak. Drs. Fickel and Lawson spoke on the 
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armatinic 


Armatinic Activated Capsulettes assure effec- 
tive potencies of all hemopoietic factors in 
treatment of microcytic anemias and nutri- 
tional macrocytic anemias. 


Each ARMATINIC ACTIVATED 
Capsulette contains: 


Bi2 PLUS Activator: Activation of vitamin 
amin. : in this new product is an important develop- 
Ascorbic Acid (Vitamin () . ment in comprehensive oral antianemia ther- 
**Liver Fraction N.F. with 
apy. Desiccated duodenum supplies the in- 
trinsic factor to potentiate the effect of orally 


Crystolline B12. administered vitamin Bj2.'2* 

**The liver is partially digested ARMATINIC LIQUID .. . the NEW hematinic 
with an equal quantity of duode- with Crystalline Bjg and Clarified Liver... 
num during manufacture. is also available in 8 oz. and 16 oz. bottles. 


Supplied: Bottles of 100 and 1000 (1) Hall, B. E.: Brit. Med. J. 2: 585-589, 1950; (2) Bethel, 
at prescription pharmacies every- F. H., et al.: Ann. Int. Med. 35: 518-528, 1951; (3) Spies, 
where. T. D.: J.A.M.A. 145: 66-71, 1951. 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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importance of the Academy. Dr. Matlin gave a lec- 
ture on “The General Practitioner’s Obligation to 
Industrial Medicine.” 

Dr. Ralph A. Camardella of Malverne, N. Y., suc- 
ceeding Dr. Louis Bush of Baldwin, heads the 
Nassau (New York) county chapter. Others taking 
office in the 245-member organization were Dr. 
Archie M. Harris of Rockville Centre, vice-presi- 
dent, and Dr. Louis Stix of Malverne, treasurer. 
Dr. Lyon Steine of Valley Stream continues as 
secretary for his third term. Increasing membership 
and improving opportunities for postgraduate edu- 
cation are the Nassau County chapter’s two main 
goals for 1952. 

The new president of the Schenectady (New 
York) county chapter is Dr. Ralph D. Reid. Dr. 


Herman L. Galster is president-elect and Dr. 
Joseph M. Capritta and Dr. Kamil Nelman are sec- 
retary and treasurer, respectively. 

The New Hampshire chapter’s February post- 
graduate seminar was held at Sceva Speare Memorial 
Hospital in Plymouth. “Office Urology” was the 
topic of the speech given by Dr. William L. 
McLaughlin of Dartmouth Medical School. Dr. 
Rodger E. Weismann, also from Dartmouth,spoke on 
“Ambulatory Treatment of Varicose Veins and 
Their Complications.” 

Officers of the Tarrant (Texas) county chapter 
have been installed for the new year. They are 
Dr. Robert C. Stow, Jr., president, Dr. Frank J. 
Daugherty, vice-president, and Dr. Arvel R. Pon- 
ton, Jr., secretary-treasurer. 


“Forget the art angle, Doctor. You'll admit it will take 
their minds off their symptoms while they wait." 
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A COMMON 
DENOMINATOR? 


—— In these and other 
‘high cholesterol diseases’’ 
such as xanthomatosis, se- 
vere hypothyroidism, neph- 
rotic nephritis, and many 
geriatric conditions, there 
exists a common denomina- 
tor in the form of disturbed 
lipid metabolism, often as- 
sociated with impaired ox- 
idative efficiency.'»? 


2 Agreeable Dosage Forms 
B-TROPIC SOLUTION B-TROPIC CAPSULES 
Each fluidounce contains: Each capsule contains: 


COMMON 
THERAPEUTIC AID? 


B-TROPIC 


TRADEMARK 


The Lipotropic Formula with a PLUS 


Helps to restore or maintain normal 
lipid metabolism, secure the desir- 
able balance between blood choles- 
terol and phospholipid levels,? and 
promote oxygenation. B-TROPIC* 
presents not only the synergistic 
lipotropic value of choline and inosi- 
tol, but also the oxidation-stimu- 
lating effect of thiamine, riboflavin, 
and nicotinic acid.* 


E. Tricholine Citrate.......... . 6Gm. Choline Dihydrogen Citrate 375.0 mg. 
Inositol, Bibliographic (47% choline base) 125.0 mg. 
Series Bulletin, no. 6, 2 Gm. Thiamine Hydrochloride.. 1.0 mg. 
Thiamine Hydrochloride ..... 3 mg. Riboflavin ............- 0.5 mg. 

ditorial, J. A.M. A. 2 mg. Nicotinic Acid.......... 5.0 mg 

Fe Nicotinic Acid..........++. 20 mg. 
Circulation 2:517, 1950. In a flavored, sugar-free vehicle 


Bottles of 1 pint and 1 gallon 


Bottles of 100, 500, and 1000 capsules 


*Trademark of The Vale Chemical Co., Inc. 
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CALIFORNIA AND MISSOURI CONTINUE 
BUILDING DRIVE 


Wir a February count of $1,250 in additional cash NOB 


and contributions, California settled more securely tows .......... 
into first place in the Permanent Building Fund — te hes 
march. Texas continues in second position with Lovisiana i 
$4,400 and Massachusetts hung on to the third spot ace ion 
with $2,651. Missouri added $940 to move ahead of —_ Massachusetts 
Ohioand to come within forty-one dollars of the Bay sneer - 
esota . 
State’s total. Tennessee also spoke up in February Mississippi 
with a resounding $1,000 contribution from the 
‘ana . 
Chapter treasury. Nebraska . . 
Nevada. . . 
New Hampshire 
Total cash contributions of $3,556 and pledges of — New Jersey . 


$710 make February one of the top months since New "exw - 
the Building Fund campaign started. The grand 

total, including $2,475 from commercial contribu- 

tions, has now reached $36,295. 


Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee . 
Texas... 
Uteh .... 
Vermont. . 
Virginia . . 
Washington . 
West Virginia 
Wisconsin . . 
Colorado 
ska 
Connecticut ‘ 
Canal Zone 
District of Columbia jewel «cc es 
Philippine Islands . . . 
Merida 
Georgia .... 


Idaho... TOTALS... 710 26,885 6,935 33,820 


February Contributions 
February Pledges 
Total Contributions 


Alabama 
Arizona . 


Total Pledges 


+ : 
350 350 
oe 35 100 345 445 
101 381 381 
= 220 220 
1,250 200 
10 10 
302 302 
50 1,996 655 2,651 
ar. 670 670 
310 950 85 1,035 
ae 175 175 
870 70 2,490 120 
+ 130 130 
: 163 65 228 
355 355 
100 100 
405 100 505 
1,560 675 2,235 
508 508 
60 20 80 
295 110 405 
130 130 
1,000 1,000 1,000 
eye 4,400 4,400 
205 20 225 
ams 360 360 
405 40 445 
605 160 765 
30 30 
15 15 
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To increase 


peripheral blood flow 


Priscoline’ 


a potent vasodilator 


Orally and parenterally effective 
in peripheral vascular disease, 
by virtue of a unique dual action: 


A histaminelike effect, exerted 


1 directly on the walls of small blood vessels, 
dilating them 


A sympathetic blocking effect, 
2 relaxing vasospasm due to an overactive 
sympathetic nervous system 
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Priscoline hydrochloride (brand of benzazoline) 
is available as tablets containing 25 mg., 

as elixir containing 25 mg. per 4 cc., and in 10-cc. 
multiple-dose vials containing 25 mg. per cc. 


Issued: Tablets, bottles of 100 and 1000 
Multiple-dose vials, cartons of 1 
Elixir, bottles of 1 pint 


After Priscoline 
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)iaparene 
CHLORIDE 


(eeane meter 
CORN STARE 
and 
BICARBONATE 


ANTISEPTIC (bactericidal) 
end DEOCDORIZING 


CONTAINS 
BORIC BORIC 


ACID ACID 


NO BORIC ACIO/ 


a 


CHLORIDE 


METHYL BENZETHONIUM CHLORIDE 


BACTERICIDAL - WATER-MISCIBLE SAFE??? 


The ever-present possibility of boric acid poisoning by 
transcutaneous absorption, when the skin is broken, indi- 
cates the physician's and nurse’s need of making sure to 
recommend to every mother a “diaper rash” dusting 
powder and ointment containing no boric acid. 


1. Fisher, R. S. "Notes from The Office of the Chief Medical Examiner,” Baltimore, Md., April, 1951. 
2. Benson, R. A., et al.: “The Treatment of Ammonia D titis with Diap " J. Ped. 34:1-49, Jan., 1949. 
3. Niedelman, M. L, et al.: “Ammonia Dermatitis: Treatment with Diaparene Chloride Ointment,” J. Ped. 37:5-762, Nov., 1950. 


chp} PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, NEW YORK 10, NEW | 
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Ointm 


“Without reservation it may be stated that CHLORESIUM . . . was 


soothing, non-toxic, and an active agent in restoring affected tissues 
1 


to a state conducive to normal repair... .” 


A growing volume of published reports confirms the efficacy of 
CHLOREsIUM OINTMENT and So.uTIoN (Plain) in the topical therapy 
of resistant lesions. Here are a few comments from recent investigations: 


\ an extensive crush inj Uy of the hand provides “... an 
instance of effective healing under CHLoREsIUM therapy, follow- 
ing an apparent failure to respond to skin grafting.” 


a pilonidal cys t wound — unhealed four months after excision 
of the cyst with exteriorization— showed “complete healing... after 
use of the chlorophyll [CHLorEstuM] ointment for twelve days.” 


a compound, comminuted fracture of the femur 
was prepared for skin grafting with CHLOREsIUM OINTMENT. 


993 


Results obtained were “excellent. 


CHLORESIUM OINTMENT ~—1}-ounce and 4-ounce tubes 
CHLORESIUM SOLUTION (Plain) —2-ounce and 8-ounce bottles 


contain water-soluble derivatives of chlorophyll Skin Lesions: A Report of Three Cases, Postgrad. Med., 
to be published. 
a” as standardized in N.N.R. These derivatives, con- 2. Niemiro, B.J.: Delayed Healing in Pilonidal Cyst Wounds, - 
dandhi Journal Lancet, 71:364, 1951. 
centrated and highly purified, provide the optimum 3. Combes, F.C., Zuckerman, R., and Kern, A.B.: Chloro- a 
therapeutic benefits obtainable from chlorophyll. cick Therapy, New York State J. 4 
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No Other [hypotensive 
Combines these... 


IN HYPERTENSION 


1 Uniformly potent; con- 6 Cardiac output is not re- 
stancy of pharmacologic duced... 
action permits exacti- 
tude in dosage calculated 7 No compromise of renal 


in milligrams... function... 
Cerebral blood flow is 
Veritoia, a product of — — dissolves not dec 4 
slowly, thus assures 
pm yey Veriloid absorption and 9 Tolerance or idiosyn- 
search, is an alkaloida crasy rarely develops. . . 


action over a consid- 


extract of hypotensive erable period . . . 

principles obtained by 1 Hence can be given over 
fractionation from 3 Moderates blood pres- 0 long periods in the aim 
Veratrum viride. It is sure by vasorelaxant to arrest or lessen pro- 
freed from the dross action independent of gression of hyperten- 
of the mother sub- vagomotor effect . . . sion... 


No ganglionic or adre- 
nergic blocking . . . ll 


stance. Biologically 

assayed in mammals, 4 

with drop in blood 

pressure as end point. 5 Lability of blood pres- 

Generically desig- sure, so important in 

nated alkavervir. meeting the demands of 
an active life, is not in- 1 9 Produces a prompt and 
terfered with; no danger sustained drop in blood 
of postural hypoten- ressure in forms of 
sion... ypertension. 


Well tolerated in prop- 
erly adjusted dosage; 
does not lead to head- 
ache... 


Veriloid is available in 3 dosage forms: Veriloid (plain) in 1, 2, and 
3 mg. tablets; Veriloid-VP (Veriloid, 2 mg., and phenobarbital, 15 
mg.); Veriloid-VPM (Veriloid, 2 mg., phenobarbital, 15 mg., and 
mannitol hexanitrate, 10 mg.). 


RIKER LABORATORIES, INC., 8480 severty BLVD., LOS ANGELES 48, CALIF. 
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*‘WARNER’ 


The preferred antacid adsorbent 
Prompt, etfective, prolonged 
antacid action 
Nonconstipating 
Very pleasant taste 


No complications such as secon- 
dary acid rise, chloride depletion, 
or alkalosis 


The optimum combination of aa 
nonreactive aluminum hydroxide 


with magnesium trisilicate 


Available in liquid and tablet form 


GELUSIL* Liquid is available in bottles of 6 and 12 
fluid ounces. GELUSIL* Tablets are available in boxes 
of 50 and 100, and bottles of 1000. 
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“Accepted for advertising by the Journal of the American Medical Association — 


00 cc. sodium 


(Fleet) is « solution containing in each 1 
a ‘Phospho Soda 


Y, INC., Lynchburg, 


Phospho 


safe and effective whe 
18: Ge 


Both 
FLEET COMPAN 


7) 


asthma control 
with 


Orthoxine Hydrochloride, an antispas- 
modic and bronchodilator, was devel- 
oped by Upjohn research chemists by 
modifying the configuration of a sym- 
pathomimetic amine molecule. 

Such molecular structural change limits 
the action of Orthoxine mainly to bron- 
chodilatation, thereby minimizing side- 
actions (vasopressor and psychomotor 
stimulation). 


For more air, with less trouble, in con- 
trolling asthma... 


(BRAND OF METHOXYPHENAMINE) 


Bottles of 100 and 500 tablets 
Orthoxine Hydrochloride (100 mg.) Tablets con- 
tain beta-(ortho-methoxyphenyl)-isopropyl- 
methylamine hydrochloride — a bronchodilator 
and antispasmodic. 

* Trademark, Reg. U.S. Pat. Off. 


Research | for medicine... . produced with core... 


THE UPJOHN COMPANY, KALAMAZOO. MICHIGAN 
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STRENGTHEN 


the will to recovery 
in patients 
depressed by pain 


BEXOSA 


Trademark 


PER TABLET 

provides salicylamide........... 250 mg. 
effective the more potent, better tol- , 
analgesia | erated salicylate 
elevates dil-desoxyephedrine 
the hydrochloride....... 1 mg. 
mood effective antidepressant and 

stimulant 
improves thiamine hy¢rochloride. 10 mg. 
the 5 mg. 

nutritional 50 mg Bottl 100 
icture otties o 

P vitamins often depleted in an- and 1000 tablets 

orexic, chronically ill patients 
especially 
for chronic arthritis and rheumatoid 

disorders . . . convalescence from 

influenza and other debilitating 

infections . . . pain, depression, and 

anorexia in the aged ASCHER & CO., INC. 
and as an Efhical Medicinals 


adjunct in 
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chronic, recurring headaches of 
nonorganic origin . . . dysmenorrhea 
associated with poor nutrition 


KANSAS CITY 
MISSOURI 
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PNEUMOPERITONEUM TREATMENT of PULMONARY TUBERCULOSIS 


“,..A specially designed belt or corset has been utilized in all patients with any laxity of 


the abdominal wall. Marked distention of the abdominal wall increases the patient’s 


discomfort and makes necessary the use of larger and more frequent refills because so much 


air is wasted in a larger space. Proper support will often decrease the amount of air necessary 


_to effect an adequate rise of the diaphragms. In female patients, especially, proper support will 


dispose of a psychologic hazard and will help to overcome objections to the procedure...” 


Edlin, James S., M.D. and Bassin, Sydney, M.D., “Pneumoperitoneum versus 
Pneumothorax” New Y ork State Journal of Medicine. 50:1947 (August) 1950 


THIS CAMP ABDOMINAL SUPPORT, espe- 
cially designed after research and consultation 
with eminent authorities in the Pneumoperito- 
neum treatment of Pulmonary Tuberculosis, is 
widely prescribed. The upper contour follows 
the lines of the rib cage, giving firm support to 
the abdominal muscles without retarding breath- 
ing. Two encircling straps are used with the 


double back adjustments. The adjustment 
around the lower part of the abdomen gives firm 
uplift while the upper adjustment holds the sup- 
port close to the body, preventing distention of 
the upper abdomen. Injection of air can easily 
be made without removing the support. The 
Camp adjustment is ideal for tightening the sup- 
port as required by gradual absorption of air. 


Write for literature. 


S. H. CAMP and COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 
Offices in New York + Chicago + Windsor, Ontario - London, England 
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CrYSTOIDS® gelatin coated pills of hexylresorcinol effected a tremen- 
dous decrease in the number of hookworms in the feces after only three 
treatments.! Also effective in the treatment of roundworm, pinworm, 
whipworm, tapeworm. Supplied as Crystoips Anthelmintic, 0.2 Gm. Sharp & Dohme 
of hexylresorcinol, in a single treatment package containing 5 pills. 
For children, single treatment package containing six 0.1-Gm. pills. 
Sharp & Dohme, Philadelphia 1, Pa. 1. Herman, J. R.: U.S. Nav. Med. Bull., 46:281, 1946. 
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Edrisal: «an entirely adequate » 


substitute for ordinary doses of codeine...” 


(Am. J. Obst. & Gynec. 61:1366, 1951) _ i 


but Edrisal contains no narcotics! 


Each ‘Edrisal’ dose (2 tablets) contains: 
‘Benzedrine’ Sulfate 

(racemic amphetamine sulfate, S.K.F.) 
Acetylsalicylic acid 
Phenacetin 


The color of the ‘Edrisal’ tablet is 


please note: being changed from white to blue-green. 


Edrisal relieves pain and the depression 


that magnifies pain 


Smith, Kline & French Laboratories Philadelphia 


‘Edrisal’ & ‘Benzedrine’ T.M. Reg. U.S. Pat. Off. 
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Obese patients often become dissatisfied and cross under 
the prescribed low calorie diet... their will powers sag, 
their appetites gain the upper hand. Sound obesity manage- 
ment gives sagging will power the prop it needs... and 
guards against nutritional imbalance. 


AM P LUS, containing dextro-amphetamine sulfate, the most 
effective anoretic drug...and 8 vitamins and 11 minerals 
and trace elements . . . curtails appetite and rapidly corrects 
the harassing symptoms of vitamin and mineral deficiencies. 


IN ONE CAPSULE For Sound 


OBESITY 


MANGANESE 
MOLYBDENUM 2 mg. 


Available at all Prescription Pharmacies 


ROERIG AND COMPANY 
536 N. Lake Shore Drive « Chicago 11, Ill. 


‘ 
\ VW 
9 ° 
4 
e il \ 
= sagging will power | 
a AMPHETAMINE SULFATE. 5 mg. 
Management | 
01S mg 
400 U.S.P. Units 
THIAMINE HYDROCHLORIDE... 2 mg. 
PYRIDOXINE HYDROCHLORIDE. 0.5 mg. 
20mg. 
ASCORBIC ACID... mg. 
CALCIUM PANTOTHENATE...... 3.mg. 
151 


Each Dainite Day Tablet contains: 


Sodium Pentobarbital....° % gr. 


Aminophylline.......... 
Ephedrine HCI......... 
Benzocaine............ 


NITE 


Each Dainite Nite Tablet contains: 


Phenobarbital.......... ¥% gr. 
Sodium Pentobarbital.... 2 gr. 
Aminophylline.......... 4 gr. 
Benzocaine............ gr. 


Aluminum Hydroxide... gr. 


ROUND THE CLOCK PROTECTION 
IN BRONCHIAL ASTHMA 


IRWIN, NEISLER & COMPANY © DECATUR, ILLINOIS | 


Dainite Tablets provide day and night protection for the asthmatic 
patient, with almost complete absence of side-effects.’ In a series 
of 100 patients with bronchial asthma and pulmonary empliysema 
receiving Dainite Tablets on arising and retiring, only 2 patients 
noted nausea’ despite the daily, full therapeutic dose of amino- 
phylline. Marked objective improvement of respiratory function, 
with significant relief of wheezing, dyspnea and cough, has been 
observed.* 

DAINITE (Irwin-Neisler) provides a night and day difference in 
treatment that meets the requirements of the active and the resting 
patient. The use of antinausea factors safely permits a more effec- 
tive, prolonged dosage of aminophylline than previously available 
in asthmatic preparations. 

Supplied as the DAINITE UNIT containing 48 Day Tablets and 18 
Nite Tablets in a unique dispensing unit . . . at prescription phar- 
macies everywhere. Average Dose: One Dainite (Day) Tablet t.i.d. 
before meals; one Dainite (Nite) Tablet at 10 P.M. 


1. J.A.M.A. 147:730-737 (Oct. 20) 1951. Literature and detailed dosage 
information on request. 


Sewe Your Fraciice 


GP ¢ Volume V, Number 4 


: 
| 
& 
3 gr. 
Ys gr. 
Y gr. 
Aluminum Hydroxide. . ..2¥ gr. 
Research 
3 
152 


Recognition that abnormal hunger has 
both a physiological and psychological 
basis leads to more efficient medication 
for the successful restraint of 
overeating (“the one consistent and 
demonstrable finding in obesity”). 


| wets in both ways to help 
patients succeed. 


CYCOT N 


Physiological restraint of abnormal hunger— 
by the non-nutritive bulk of hydrophilic 
methylcellulose (500 mg. per tablet). 
Psychological aid in combatting the 
depression and anxiety that lead to 
compulsive overeating—by the mood- 
elevating action of d-amphetamine 
phosphate (2.5 mg. per tablet). 
Average Dosage: Two tablets with 
water three times daily, one-half 
hour before meals. 
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what do you look for 
in an x-ray machine? 


isit value >? 


Rightly, you regard the purchase of an x-ray machine as a long-term invest- 
ment. You'll get year after year of faithful service from a Picker machine; 
it’s honestly built of fine materials by painstaking craftsmen, without skimp 
or compromise. 


is it ease of operation? 


The automatic monitor control principle was pioneered by Picker; we have 
led the industry ever since in reducing the complexity and increasing the 
certainty of x-ray operation. Picker machines are noted for the smooth, quiet 
way they run... for the ease with which they “handle.” 


mame you can trust? 


Building fine apparatus is a habit of over half a century’s standing with 
Picker. Wherever quality counts...in hospital x-ray departments, in the 
offices of distinguished radiologists the world over, you will find Picker 
equipment highly regarded. And your investment will always be safeguarded 
by an alert service organization which has won an enviable reputation for 
devotion to the customer's interest. 


then it’s a2 Picker! machine that you want 


Users pe the Picker “Constellation” all you expect/...and more 


x-ray table is without © in the 
range of things it can do, and the 
PICKER X-RAY CORPORATION 
your i 
does not require such versatility; 25 South Broadway, White Plains, N. Y. 
somewhere in the broad Picker line 
there’s a model exactly suited to 
your professional demands. 
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Combined 


ESTROGEN-ANDROGEN THERAPY 
FOR 


Control 


MENOPAUSE 


GYNETONE, combining estradiol and methyltestosterone 
in a ratio of 1 to 10, not only provides relief from 
menopausal symptoms characteristic of each steroid, but 
its administration minimizes the occasional side effeets 
which follow the use of estrogens or androgens alone. 
Synergistic and additive actions permit low effective dosages 
of the components, and virtually eliminate withdrawal 
bleeding, breast swelling aril andromimetic signs. 


(2 mg. Estradiol U.S.P. bined with 10 mg. Meth U.S.P.) 
AVAILABLE IN. LES OF 30 AND 100 TABLETS 
CORPORATION 
BLOOMFIELD 
NEW JERSEY 
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ONE TUBE DOES DOUBLE DUTY 
IN THIS MAXICON 


Versatile is the word for this Maxicon. Capable of a wide 
range of diagnostic service, it has ample facilities for both 
radiography and fluoroscopy, horizontally and vertically. 

Hand-tilt or motor-driven, the single-tube radiographic 
and fluoroscopic table is designed for operation with 100 


or 200 ma generators. Its table-mounted tube stand makes 
it compact — ideal for small room. 

See your x-ray representative or write X-Ray Depart- 
ment, General Electric Company, Milwaukee 14, Wiscon- 
sin. Room F-4. 


GENERAL ELECTRIC 
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a suceessful New product 


in /the treatment of allergieS ana dermatoses 


(BACTERIAL POLYSACCHARIDE ) 


Pyromen initiates responses in the 
circulating leucocytes, in the reticulo-endothelial 
and the endocrine systems. 

Pyromen is proving to be increasingly useful 
in the treatment of many allergies and dermatoses, 
as well as certain ophthalmic disorders. 

Pyromen is supplied in 10 ce. vials 
containing 4 gamma (micrograms) per cc. and 
in 10 ce. vials containing 10 gamma per cc. 

“Pyromen” on your Rx will bring you 
our new booklet detailing the use 
of this new therapeutic agent. 


bsidiary of BAXTER LABORATORI 


Dove Contorre Morton Grove, Illinois 
SEE ENCLOSURE 
TRTRAVENOUS USE OF 
by 


i 
= TRAVENOL LABORATORIES, INC. @ 
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76.6% of patients 
preferred 


for 


relief 
of 


pruritus 


In a recent study! of 200 cases of itching dermatoses, 76.6% 
of all patients who had had previous experience with 
other antipruritics expressed a preference for Eurax Cream. 


In this study, as in previous reports**>, Eurax Cream produced 
complete relief of itching in approximately 65 per cent 
of cases, and partial relief in most of the remainder. 


Other favorable features of EuRAx Cream that were 
again confirmed include: 


V Prolonged effect lasting up to 8 hours or more. 
V No loss of effect on continued use. 
Virtually complete lack of sensitizing or toxic properties. 


EURAX... not an antihistaminic or a -caine derivative . . . is indicated 
for prompt, prolonged relief of itch in practically all forms 
of dermatosis including pruritus due to administration 
of antibiotics. 


Eurax Cream* (brand of crotamiton cream) contains 10% 
N-ethyl-o-crotonotoluide in a vanishing-cream base. 
Tubes of 20 Gm. and 60 Gm. and jars of 1 lb. at your local pharmacy. 


Bibliography 1. Hitch, J. M.: North Carolina M. J. 12:548, 1951. 
2. Peck, S. M., and Michelfelder, T. J.: New York State J. Med. 50:1934, 1950. 
3. Couperus, M.: J. Invest. Dermat. 13: 335, 1949. 
4. Soifer, A.: Quart. Rev. Int. Med. & Dermat. 8:1, 1951. 
5. Johnson, S. M., and Bringe, J. W.: Arch. Dermat. & Syph. 63:768, 1951. 
*U.S. Pat. $2,505,681. 


Samples and Reprints on Request 


4 | GEIGY PHARMACEUTICALS 
Division of Geigy Co.,Inc. 


220 Church St., New York 13, N. Y. 


GP e Volume V, Number 4 


fr your low-sodium~diel patient 


DIASAL 


lo help him slay on his diet 


DIASAL is an outstanding salt substitute. 
In addition to its fine salt taste, it contains glutamic 


acid to bring out the natural flavor of each food 
—and it can be used in cooking. At the same 
time its high potassium content protects 

your patient against potassium depletion, 

a hazard of low-sodium diets.' 


DIASAL LOOKS LIKE SALT “Of all the products [salt substitutes] studied. 
DIASAL most closely approximates 


DIASAL TASTES LIKE SALT sodium chloride in ... pour-quality, 
appearance and stability.”” 


DIASAL POURS LIKE SALT 


DIASAL IS SAFE..... Contains No Lithium - No Sodium - No Ammonium 


Constituents: p ium chloride, gl ic acid and inert excipients. 


DIASAL may be freely prescribed in congestive heart failure, 
hypertension, arteriosclerosis and toxemias of pregnancy. 
It is contraindicated only in severe renal disorders and oliguria. 


DIASAL— in 2-oz. shakers and 8-oz. bottles at all pharmacies. 


Samples, literature and pads of low-sodium diets available on request. 


1, Fremont, R. E.; Rimmerman, A. B., and Shattel, H. E.: Postgrad. Med. 10:216, 1951. 
2. Rimmerman, A. B., et al: Am. Pract. & Digest Treat. 2:168, 1951. 


FOUGERA = 


E. FOUGERA & COMPANY. INC. 
75 Varick Street, New York 13, New York 
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elective blending o of 
luretics | in édema 


To meet the varying needs of 
edematous patients, progressive 
therapy usually dictates a judicious 
blending of diuretics for optimal 
long-term results. 
Calpurate lends itself admirably to 
such a regimen. It is the chemical 
compound—theobromine calcium gluconate— 
distinguished for its moderate diuretic action 
and minimal toxicity. It is remarkably free 
from gastro-intestinal and other side-effects, 
and does not contain the sodium ion. 
Calpurate is also helpful in other cardiac conditions 
because it stimulates cardiac output. Calpurate 
with Phenobarbital is useful in relieving anxiety 
and tension, as in cases of hypertension. 
Calpurate, supplied as Tablets (500 mg.) and / 
Powder; Calpurate with Phenobarbital ao 
(16 mg.), as Tablets. Congesti 


MALTBIE LABORATORIES, INC. 


NEWARK I, N. J. Calpurate Js ae rticularly 
indicated: When edema is m 
and renal adequate. 

ring “rest periods” from digitalis” 
and mercurials...where mercury 
is contraindicated or sensitivity to its 
‘present... moderate, 


VENOUS PRESSURE 


6-15 mM. HG 


VENULE ARTERIOLE 
PRESSURE 


18-30 MM. HO 


MPHATICNM 
VENULE ARTERIOLE 


Normal exchange of fluids in tissues 


Edema from increased venous pressure 
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OR THAT SPRING LIFT 


It's just around the corner, doctor . . . that season 
when hematinics, tonics and vitamins reach a 
high peak of employment... when emphasis will be 
placed upon corrective therapy to counteract the affects 
of the many winter ills to which man is subject. The fol- 


lowing Breon products are of particular value in this 
broad field of indications. 


BECOMCO ELIXIR* —A palatable therapeutic formula of the B complex, 
plus B,;, Liver and Ferric Ammonium Citrate ... especially indicated where 
symptoms of lowered vitality are both multiple and obscure; particularly 
in children with “finicky” appetites. Available in bottles containing one 
Pint, and in gallons. 


BREONEX-L (Soluble) —A highly concentrated, desiccated compound 
of the principal factors of vitamin B complex, augmented with B,;, for intra- 
venous or intramuscular injection. Indicated where rapid delivery and 
assured absorption are required ... after prolonged fever in hyperthyroid- 
ism and when absorption and utilization are impaired by gastrointestinal 
dysfunction. Available with Aqueous Diluent, 10 cc, Multidose Vial... or 
with Sodium Ascorbate Diluent, 5 cc. Single Dose Ampuls. Single combina- 
tion packages, or boxes of 25 combinations. 


FERRO-ARSEN—A usetul iron and arsenic tonic for intravenous injec- 
tion. Effective in iron deficiency anemias, since it places iron directly in the 
blood stream for quick and definite absorption. Efficient adjunct in patients 


static to oral iron therapy. Available in 5 cc. ampuls and 10 cc. ampuls, 
boxes of 6 and 25. 


DOXYCHOL-K and AS* (Tablets)—Doxychol-K ... extremely pure bile 
acid combination with potent hydrocholeretic and fat-emulsifying action. 
Widely used in the management of biliary dysfunction without choleli- 
thiasis, chronic cholecystitis, functional hepatic insufficiency and biliary 
stasis. Where effective sedation and spasmolysis are desired, in addition 
to hydrocholeresis, specify DOXYCHOL-AS. Both tablets available in bot- 
tles of 100, 500 and 1000. 


ALFABETAMIN Capsules —A combination of fat-and-water-soluble 
vitamins permitting wide flexibility in dosage. Excellent in vitamin defi- 
ciencies and as a dietary supplement. Available in bottles containing 
100, 500 and 1000 capsules. 


*Samples available to physicians on request. 


Write Dept. 8M for literature. 


GEORGE A. BREON & CO. 


Manufacturing Pharmaceutical Chemists 
1450 BROADWAY ¢ NEW YORK 18, N. Y. 
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DIAPHRAGM 


ALONE 


HIPPOCRATES: 


“Lt WILL USE TREATMENT .. ACCORDING 
TO MY ABILITY AND JUDGMENT. .” 
FROM TYE PHYSICIAN'S OATH. 


ONLY THE DOCTOR CAN DECIDE . . . tong experience 


4 stresses the fact that for confident contraception. .. every 

e time ...Koromex diaphragms offer clinically tested de- 

¥ pendence ... whether used with either Koromex Jelly or 

¢ Cream .,. Where, in the individual case, the doctor 

¢ chooses to prescribe Jelly alone...that is solely his 
responsibility. It has long been our philosophy that the 
control of conception is a form of preventive medicine 
on which the doctor alone must decide ... Whichever 
method he favors, the time-tested protective and spermi- 
cidal efficiency of Koromex products may be recom- 
mended with confidence as an ideal prescription. 


AND PHENYLMERCURIC ACETATE 


R M \ ACTIVE INGREDIENTS: BORIC ACID 
2.0% OXYQUINOLIN BENZOATE 0.02% 
©.02% IN SUITABLE JELLY OR 

A CHOICE OF PHYSICIANS GREAN BASES 


HOLLAND-RANTOS COMPANY, INC. e 145 HUDSON STREET, NEW YORK 13, N. Y. 


MERLE L. YOUNGS, PRESIDENT 
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5 IMPORTANT FACTORS IN ONE SMALL CAPSULE: 
1. DEXTRO-AMPHETAMINE SULPHATE 


to reduce appetite 


2. PHENOBARBITAL 


to offset nervous stimulation 


3. METHYLCELLULCSE 


to provide bulk 


4. VITAMINS 


to provide protective amounts 


5. MINERALS of important nutrients 


Moy be Not tor 
METHYLCELLULOSE 
VITAMINS AND MINERALS 


Capsule disintegrates quickly 
allowing immediate action 


Low in Cost to Patients 
Approximately 4¢ per capsule 


> le d t . | 
= a more complete product for obesity control... 
be 
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P 
i 
‘ 
“4 
i 
| 
(Start) 
—— —— = | Aw 


A complete hematinic fortified 
for secondary anemia 


Stuart 
Hematinic 
Fortified 


COMPARE 


COMPLETENESS, POTENCIES, COST TO YOUR PATIENTS 


Ferrous Gluconate...better tolerated and utilized * 
Copper ...promotes iron utilization * High Potency 
C...assures iron remaining in ferrous state * High 
Potency B Complex * Natural B factors from liver 
* High Potency Biz * Both types of Biz... USP 
Crystalline and Biz Concentrate * Gastric Substance 
...for maximum absorption of Biz 
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when 
maintenance 
dosage 


see-sawing... 


digitaline 


chief active principle of digitalis purpurea for positive, controlled maintenance 


VARICK 


Initial compensation of the failing heart may now be accomplished in hours 
rather than days — but maintenance of the compensated state is 

often a regimen of years. Continuous adjustment of the daily cardiotonic dose, 
which may contribute to patient morbidity, is often obviated when 

a preparation of reliable, constant and unvarying potency is employed. 


DIGITALINE NATIVELLE, the pioneer digitoxin, is such a preparation. 

It provides a uniform dissipation rate with full digitalis effect between doses. 
Switch your “difficult” patients to DIGITALINE NATIVELLE for smoother 
maintenance. Prescribe it for initial digitalization. You will be impressed 

with its rapidity of action and virtual freedom from local side effects. 


DIGITALINE NATIVELLE is available, at all druggists, in three strengths 
for precise dosage — 0.1 mg. (Pink), 0.15 mg. (Blue), 0.2 mg. (White). 
Because of the high order of purity, most patients are adequately 
maintained on 0.1 mg. daily. The average dose for digitalization 

is 1.2 mg. in three equal doses at 4-hour intervals, 


Send for brochure: “Modern Digitalis Therapy.” Clinical sample available on request. 


PHARMACAL COMPANY, INC. (DIVISION OF E. FOUGERA & CO., INC.) NEW YORK 13, N. Y. 
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For 
Bacterial Diarrhea 


STREPTOMAGMA* 


Dihydrostreptomycin Sulfate and Pectin with Kaolin in Alumina Gel 


Combines 


2 


therapeutic 


actions 


ANTIBIOTIC 


Oral streptomycin, effective against 
most organisms implicated in 
bacterial diarrhea. More rapid in 
action than sulfonamides. 
Non-toxic in therapeutically 
effective dosage. 


ANTIDIARRHEAL 


Kaolin, pectin and alumina gel act to 
accomplish five basic aims in control 
of diarrhea. 

1. Bring symptomatic relief by 
soothing and coating inflamed and 
irritated mucosa. 

2. Adsorb and aid in removal of 
bacteria, toxins and irritants. 

3. Check dehydration. 

4. Help restore normal absorption of 
fluids and nutrients. 

5. Promote development of formed, 
comfortably passed stools. 


SUGGESTED DOSAGE 


Four teaspoonfuls, three or four times 
daily before meals. Children, according 
to weight and response. 


Supplied: Bottles of 3 fl. oz. 


*Trademark 


Wyeth Incorporated, Philadelphia 2, Pa. Wijeth 


® 
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“...and dont forget the VITAMINS!” 


The diabetic patient, unable to eat an 
unrestricted mixed diet, is likely to have a vitamin deficiency. 
A balanced vitamin preparation is a dependable way 


of overcoming these privations. 


MERCK —as a major manufacturer M E RC K & > - INC. 
of Vitamins —serves the , Manufacturing Chemists 


Medical Profession y RAHWAY, NEW JERSEY 
through the Pharmaceutical Industry. In Canada: MERCK & CO. Limited—Montreal 
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WHEN CHILDREN ARE “PROBLEM 


When you have the problem of restlessness and crossness in children 
with concurrent acute disease 


When you have the problem of insomnia in children with colds, childhood 
infectious disease, teething difficulties, trauma, etc. 


When you have child patients with emotional behavior problems 
When emotional children present a feeding problem 


(phenobarbital plus thiamine) 
ESkaphen 


convenient tablets 
Smith, Kline & French Laboratories, Philadelphia 


Available, also: elixir ‘Eskaphen B with Belladonna’, for 
use in patients with smooth-muscle spasm. 


‘Eskaphen B’ T.M. Reg. U.S. Pat. Off. 
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Because ACE ELASTIC HOSIERY is not 
only sheer and form-fitting, but is 
full-footed, eliminating the need for 


overhose, your women patients will 

wear it without objection. » 
Therapeutically, the full foot gives 

ACE ELASTIC HOSIERY positive terminal 
anchorage at the toe and enables 

it to be drawn on the leg under 


® vertical as well as circumferential 
ACE tension for “suspension support”. 


In the prevention and treatment of vari- 
glastiy cose veins, phlebitis, and other conditions 
requiring support of leg structures, 


NYLON AND RUBBER prescribe ACE ELASTIC HOSIERY. 
Fashioned by the makers of ACE ELASTIC BANDAGES 


Becron, Dickinson ann Company 
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antibacterial action plus Sie 


greater solubility 


Gantrisin is a sulfonamide so soluble that 
there is no danger of renal blocking 
and no need for alkalinization. 


higher blood level 


Gantrisin not only produces a higher 
blood level but also provides a 
wider antibacterial spectrum, 


economy 


Gantrisin is far more economical than 
antibiotics and triple sulfonamides. 


less sensitization 


Gantrisin is a single drug—not a mixture 
of several sulfonamides—so that there is 
less likelihood of sensitization. 


GANTRISIN®-~brand of sulfisoxazole 


lal 


TABLETS © AMPULS 


@ SYRUP 


HOFPMANN-LA ROCHE INC. 


Roche Park Nutley 10 New Jersey 
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For supplementation of essential vitamins, 
insure maximum absorption and utilization with 
Vifort ...a completely water-soluble polyvitamin 
solution containing synthetic vitamins A and D 
in small particle size; Hyflavin® (Endo’s unusually 
soluble riboflavin ) and four other B vitamins; 
vitamin C; and vitamin E. Entirely free from 
fishy taste or odor. 

Available as Vifort soft-gelatin capsules, 

in bottles of 30, 100 and 250; also 


J Oo Vifort Drops, ideal for infants and children, 
in 15 and 30 cc. dropper bottles. 
Samples on request 


Endo Products Inc., Richmond Hill 18, N. Y. 
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In addition to relief of symptoms, “All patients described a sense of well-being,’’ said Neustaedter 
in reporting the effect of “Premarin’’ on the mood of the menopausal patient. 


Neustaedter, T.: Am. J. Obst. & Gynec. 46:530 (Oct.) 1943. 
L in the menopause 


Estrogenic Substances (water-soluble) also known as Conjugated Estrogens (equine). Tablets and liquid. 


Highly effective . Well tolerated . Imparts a feeling of well-being 
Ayerst, McKenna & Harrison Limited + New York, N. Y. » Montreal, Canada 5201 


@ 


ONOTONE blazed the trail when hearing loss so no modern doctor should recommend that a 
S was “unknown territory.” It isthe audiogram* _hard-of-hearing person ignore the audiogram and 
which first furnished the accurate map of hearing make an excursion into unknown territory by pur- 
loss. Today we know that each person loses his _ chasing a self-adjusted over-the-counter hearing 
hearing in an individual way, some lose one part _aid. Instead he recommends the audiogram to help 
of the scale first and some another. the patient obtain a hearing aid suited to his in- 

No modern traveller would ignore the road dividual pattern of loss. 
maps which have been so carefully plotted. And 


Sonotone products are on 

the list of AMA Council ~ ON O | ON E 

accepted devices. 
Kia provides over 300 possible combinations of carefully selected 
prey elements to produce the personal hearing aid for a particular 
He pattern of deafness as revealed by the Audiographic Chart. 


REWABILITATION Sonotone Corp., Elmsford, N. Y. 


*“Audiometers furnish the best means of testing hear- “Accurate testing of hearing is an essential bedrock on which 
ing acuity.”—Hayden, Austin A., Audiometers and to build.”—Kerridge, Phyllis, M. Tookey, Can Physics Help 
Hearing Aids—J.A.M.A. 110:723-725 (March), 1938. the Deaf Child?—The Lancet 1:104-108 (January 12), 1935. 
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in 140 cases, the symptoms 


indicated an allergy to cow’s milk... 


relieved almost immediately by switching to 


Mull-Soy* Milk is often a common factor in producing symptoms of allergy in 
infants and children. In a clinical study of 140 infants showing an allergy to cow's milk, 
Clein brought about almost immediate relief by eliminating milk and changing to Mull-Soy.* 
In addition to the most frequent symptoms of eczema, vomiting, colic and diarrhea, 
Clein listed no less than nine other symptoms, including “nose cold”, asthma, choking and 


toxemia which were relieved by switching to Mull-Soy from the milk formula previously used. 


Mull-Soy is high in unsaturated fatty acids and supplies essential nutritional requirements 
of protein, fat, carbohydrates, and minerals...contains no animal protein... 


is low in cost, easy to prepare. Available in drugstores in 1544 fl. oz. tins. 


*Clein, Norman W.: Cow's Milk Allergy in Infants, Ann. Allergy 9:195 (March-April) 1951. 


MULL-SOY 


a liquid, homogenized, vacuum-packed food 


easy to prescribe...easy to take...easy to digest 
“first in hypoallergenic diets for infants, children, adults” 


The Borden Company, Prescription Products Division, 350 Madison Avenue, N. Y. 17 
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a more complete solution... 


OBEDRIN.”“THE 60-10-70 DIET 


A COMPLIMENTARY PAD OF Digs 
SHEETS AND A TRIAL SUPPLY O 
OBEDRIN SENT TO PHYSICIANS ON 
REQUEST. 
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Obedrin Tablets permit full utilization of the appe- 
tite depressing action of methamphetamine hydro- 
chloride but eliminate the central nervous stimu- 
lation, so the patient does not suffer from nervous 
irritability and insomnia. 


The 60-10-70 Basic diet provides the basic mini- 
mum of proteins to maintain nitrogen balance, the 
basic minimum of carbohydrates to “‘burn off’ ex- 
cessive fat in storage. 


Obedrin Tablets and the 60-10-70 basic diet will 
permit loss of weight with minimum discomfort, 
thus inviting patient cooperation. 


FORMULA 


*Semoxydrine 
Hydrochloride 

Pentobarbital Sodium . . 

Ascorbic Acid 

Thiamine 
Hydrochloride 

Riboflavin 

Niacinamide 


Obedrin is supplied in bottles 
of 100, 500 and 1,000 yellow 
grooved tablets. 


MASSENGILL sristot, TENNESSEE 


The 
5 mg. 
20 mg. 
a 100 mg. 
1 mg. 
ae = 5 mg. 
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“WHAT HATH GOD WROUGHT” 


Morse conceived the idea of telegraphy in 
1832. However, it was not until 1844 that 


the now famous first telegraphic message, 
“What hath God wrought,” was sent from 
the chambers of the United States Supreme 
Court in Washington to a receiving set in 
Baltimore. 


It is interesting to note that Morse, in 
his day, was as well known for his paintings 
as he was for his inventions. In fact in his 
early days, his inventions and experiments 
were of secondary interest. He was the 
founder of the National Academy of Design 
and many of his portraits were exhibited 
at the Royal Academy. 

The business of Church & Dwight was 
started just two years after the sending of 
Morse’s historic message. And, for more 
than a century, physicians have used and 


prescribed our sodium bicarbonate for many 
internal and external maladies. It is U.S.P. 
Bicarbonate of Soda and classified as Offi- 
cial Remedies by the Council on Pharmacy 
and Chemistry of the American Medical 
Association. 


CHILDREN’S STORYBOOKS We have a series of 
approved, illustrated storybooks for chil- 
dren. If you would like a free supply for 
your waiting room, just write to us at the 
address below. 


CHURCH & DWIGHT CO.. Ine. 


10 Cedar Street 


New York 5, N. Y. 


BUSINESS ESTABLISHED IN 1846 
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mycin 


N asal (with desoxyephedrine HCl) 


Well tolerated by the nasal mucosa, 
Terramycin Nasal (with desoxyephedrine HCl) 
offers both wide-range topical antimicrobial 
action and mild but prolonged vasoconstrictor 
effect in the local treatment of acute rhinitis, 
vasomotor rhinitis and nasopharyngitis. 
Terramycin Nasal (with desoxyephedrine HCl) 
may be administered by atomizer, as original 
drops, or in gauze packs without adversely 
affecting ciliary action. For best results 
administer at the earliest symptoms. 


the only broad-spectrum antibiotic 


avatlable as nasal drops 


supplied» Convenient 5 cc. dropper vials 
containing 5 mg. Terramycin as the 
Crystalline Hydrochloride per ce. 
with 0.25% desoxyephedrine HCl, 
buffers and aromatics. 


World’s Largest Producer of Antibiotics 


ANTIBIOTIC DIVISION, CHAS. PFIZER &CO., INC... BROOKLYN 6.N.Y 
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when rapid 
and sustained response 
in hypochromic anemias 


Is required 
UFERYLL 


provides four-fold stimulation of blood 


& regeneration. Prompt production of hemoglobin 


and erythrocytes avoids the delayed response 
often encountered in iron replacement therapy. 


Each CUFERYLL Tablet contains: 
Ferrous Sulfate, Exsiccated, U.S.P. . . . . 200mg. 
Sodium Potassium Copper Chlorophyllin . . 25 mg. 


Dosage: One tablet three times a day. 
Available in bottles of 100. 


-INC., MILWAUKEE 1. WISCONSIN 
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of more effective 
than ferrous sulfate 


better tolerated” 
than ferrous sulfate 


—a co-precipitated complex of ferrous sulfate 
and molybdenum sesquioxide: the most 
effective iron therapy known—in comparison 
to ferrous sulfate or other iron salts. 


(March) 1949. 


. Chesley, R. F. and Annitto, J. E.: Bull. Margaret Hague Mat. Hosp. 1:68 
(Sept.) 1948. 


. Healy, J. C.: J. Lancet 66:218 (July) 1946. 

. Neary, E. R.: Am. J. Med. Sc. 212:76 (July) 1946. 

. Talso, P. J.: J. Insurance M. 4:31 (Dec.-Jan.- Feb.) 1948-49. 
. Forman, J. B.: Conn. State M. J. 14:930 (Oct.) 1950. 

. Kelly, H. T.: Penn. M. J. 51:999 (June) 1948. 


A% . Dieckmann, W. J. and Priddle, H. D.: Am. J. Obstet. & Gynecol. 57:541 


Tablets - Liquid - Drops - Capsules with calcium and vitamin D 
Capsules with liver and vitamins (including B,») 


White Laboratories, Inc., Kenilworth, N. J. 
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UTAPRESSIN 


it 
Growing clinical evidence attests to the e 
striking value of KUTAPRESSIN therapy 7 
in acne vulgaris; cases of acne rosacea qni 
and pruritus ani have also responded 
well to its use. The benefits apparently 


are due to cutaneous vaso-constriction. 


SUPPLIED: 10-cc. multiple-dose vials, 


These findings are being duplicated 
daily in medical practice by physicians 
who are increasingly enthusiastic about 
the results obtained with this unique 


through leading pharmacies, surgical 
supply dealers, and on direct order. 


Order a supply of xutapressin now, for 


new therapeutic agent. trial in your resistant cases. 


KUTAPRESSIN reduces papules, 
pustules, and comedones . . . modifies 
unsightly scarred areas. 


KUTAPRESSIN Te- 
lieves the intolerable itching. 


Marshall, M. Times 79: 1951. 
Nierman, W.: To be 
W.: Mississippi M. J. 64: 


and Stillians, A. W.: Arch. 
Dermat. & Syph. 45: 959, 1942. 

Becker, W., and Obermayer, M. Modern 
Dermatology and Syphilology. ed. 2. 
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. Pharmaceutical Chemists Since 1894 
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...if you had help from all 44 


of the patients who represent each of the many conditions for which short-acting NEMBUTAL is effective 


RAMON PRATS 


Wve RANGE of uses, wide variety of products, wide margin of safety 
—all are contributing factors to short-acting NEMBUTAL’S long record 
of clinical prestige. But through the 570 reports spread over-21 years 
of NEMBUTAL use, these advantages stand out: In equal oral doses, no other barbiturate combines 


Adjusted doses of short-acting NEMBUTAL can QUICKER, BRIEFER, MORE PROFOUND EFFECT 
achieve any desired degree of cerebral depression ‘ : 


—from mild sedation to deep hypnosis— with only than ® 
about half the dosage required by many other barbitu- 
rates. Smaller dosage means less drug to be inacti- 
vated, shorter duration of effect, little tendency 


toward cumulative effect or barbiturate hangover. 


Check over the accompanying list. Perhaps it will suggest new uses 
for short-acting NEMBUTAL in your practice. For your copy of the new 


booklet, “44 Clinical Uses for NEMBUTAL,”’ just send 
a card to Abbott Laboratories, North Chicago, Illinois. Obbott 


SEDATIVE Cordiovascular X-ray sickness To combat stimulation of Anticonvulsant Amnesia -. FOR INSOMNIA 2 

‘oronary disease ability etanus 

NEMB UT AUS Peripheral vascular disease Restlessness and Status epilepticus Postoperative Sedation 
Endocrine Disturbances Sposm of biliory tract _Ieritebility With Pain PEDIATRIC Sedation fer; Capsule 
Hyperthyroidism Spasm of colon HYPNOTIC Special exominations 
CL IN | CAL Menopause Peptic ulcer Central Nervous System induction of Blood transfusions —_ 
Colitis Paralysis agitans lion of Sleep Administration of parenter. 
USES Vomiting Bilary dyskinesia Chorea OBSTETRICAL vids by 
unctional or organic disease A Hysteria ectroencephalograp 
{acute gastrointestinal Allergic Disorders Delirium tremens Nausea and Vomiting Minor surgery 


and emotional) Irritabitity Manio Eclampsia Preoperative Sedation 


Because hearing about it, or reading about it, lacks the 

Reeord it impact of seeing it, motion pictures play an increasingly 

important role in teaching. Furthermore, a motion-pic- 

. . ture camera can capture a surgical technic completely 

--. with motion ; ...record every detail accurately—objectively—for 
in black and white or color showing days, weeks, years later. 


Assistant preparing bone chips. 


From the “Bone Bank” film, prepared by the Hospital for Special Surgery. 


Record it... with the 
Cine-Kodak Special II Camera 


ACTUALLY the world’s most versatile 16mm. motion-picture 

camera, it is the first choice of medical men everywhere. 

Improved two-lens turret accepts any combination of Kodak f See Complete line of Kodak Photo- 
a graphic Products for the Med- 

Cine Lenses. Through-the-lens focusing and sighting for me! ee coe 

exact field coverage. Special controls for special effects. List ~\ 4 eras and projectors—still- and 

price includes Federal Tax and is subject to change without J 

notice—$956.20, equipped with //1.9 ‘‘Ektar”’ lens. ing infrared); papers; process- 
For further information, see your photographic dealer or 


equipment and microfilm. 
write for booklet C1-35. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


Serving medical progress through Photography and Radiography 


TRADE-MARK 


a 2% Patient with idiopathic scoliosis. Surgeon beginning the operation. Spine prepared for fusion. 
on 
at 
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For Effective Blood Levels 
with just 3 Doses a Day (q8h) 


Eskacillin 


(250,000 units of procaine penicillin G 
per teaspoonful) 


LARGE doses of oral penicillin permit 
long dosage intervals. Mealtimes do not 
interfere with dosage schedules. 

Your patients sleep through the night. 


Palatable, liquid Eskacillin is available 
in two other strengths: 


Eskacillin 100—100,000 units of 
crystalline potassium penicillin G 
per teaspoonful 

Eskacillin 50—50,000 units of 
crystalline potassium penicillin G 
per teaspoonful 

Smith, Kline & French 
Laboratories, Philadelphia 


‘Eskacillin’ T.M. Reg. U.S. Pat. Off. 
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Armour Laboratories 
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Bilhuber-Knoll Corp. . . . 

Borden Co., The 

Breon, Geo. A., & Co. 

Camp, S. H., & Co. . 

Central Pharmacal Co. 

Church & Dwight Co., Inc. . . . 

Ciba Pharmaceutical Products, Inc. 140 

Commercial Solvents Corp. 

Eastman Kodak Co. 

Endo Products, Inc. 

Fellows Medical Mfg. Co. . . 

Fleet, C. B., Co., Inc 

Fougera .... 

Geigy Co., Inc. 

General Electric X-Ray Corp. 

Hoffmann-La Roche, Inc. . . . . 


Holland-Rantos Co., Inc. 

Homemakers Products Corp. 

Irwin-Neisler & Co. 

Kremers-Urban Co. 

Lakeside Laboratories, 
Inc. 

Lederle Laboratories 

Liebel-Flarsheim Co., 
The 

Lilly, Eli, & Co 

McNeil Laboratories, Inc. . . 

M & R Laboratories 

Maltbie Laboratories, Inc. . 

Massengill, S. E., Co 

Mead Johnson & Co... . . 

Merck & Co., Inc 

Merrell, The Wm. S., Co. 2nd Cover, 116 

Mosby, C. V., Co. 

Nepera Chemical Co., Inc. 

Nestle Co., Inc., The 

Ortho Pharmaceutical Corp. 

Pfizer, Chas., & Co., Inc. 

Picker X-Ray Corp. 

Pitman-Moore Co. . . . . 
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Reed & Carnrick 
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Schering Corp. 
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. 170 
. 151 
. 128 
. 155 
. 134 


120-121, 177 


GP April, 1952 


“Miss Bliss is a great little collector.” 


aa Abbott Laboratories . . opposite 178 | 
i American Bottlers of Carbonated 
sate | Riker Laboratories, Inc... . . . . 143 | 
| 
(lA 
181 


A LONG-ACTING 
ORGANIC NITRATE 


Valuable in Hypertension 


Tolanate—inositol hexanitrate—is a valuable therapeutic agent for the 
management of hypertension, especially the essential and menopausal types. 


CLINICALLY GRATIFYING PROPERTIES 


Lower dosage suffices. Each tablet of Tolanate contains 10 mg. of inositol 
hexanitrate. The individual dose is one tablet. 


It is long-acting. Since adequate vasorelaxant action is exerted by this 
small individual dose over a period of four to six hours, the average total 
daily dose is one tablet three or four times daily. 


No ‘‘nitrite headache.’’ This reaction, so frequently encountered with 
other nitrate medications, is virtually never met with Tolanate. Thus the 
benefits of Tolanate become available to that large group of patients who 
cannot tolerate ordinary organic nitrates. 

Tolanate is also available with phenobarbital, for use when emotional ten- 
sion is a contributing factor. Each tablet of Tolanate With Phenobarbital 
contains 10 mg. of inositol hexanitrate and % gr. of phenobarbital. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND ST., NEW YORK 17 
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Simplicity 


TO KEEP CARDIACS 
EDEMA-FREE 


Effective and well tolerated, Tablets MERCUHYDRIN 
with Ascorbic Acid bring a new simplicity to the 
management of cardiac patients. 


Just one or two tablets daily — plus an occasional 
injection — keep the average cardiac patient at basal 
weight. Some patients — freed of accumulated fluid 
with parenteral MERCUHYDRIN—may be maintained 
edema-free on tablets alone. 


TABLETS 


MERCUHYDRIN 


with ASCORBIC ACID 
the simplest method of outpatient maintenance 


To secure the greatest efficacy and all the advantages of 
Tablets MERCUHYDRIN with Ascorbic Acid, a three-week initial 
supply should be prescribed ...25 to 50 tablets. 


Dosage: One or two tablets daily— morning or evening —pref- 
erably after meals. 


Available: Bottles of 100 tablets. Each tablet contains meral- 
luride 60 mg. and ascorbic acid 100 mg. 
M-23 


tn dureltc research 
LAB 


ORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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Pleasant tasting... 
superior flavors assure patient acceptance 


Clear, light texture... 
non-sticky ; flow easily from dropper 


Exceptional dispersibility... 
disperse instantly in fruit juice or water; 
mix readily with formula 


Highly stable... 
stable at room temperature; may be auto- 


claved with formula 
Easy, accurate dosage measurement... au . 


Ly-vi-SOl 
specially designed, easy-to-read dropper a 
assures accurate dosage 


of 


ut* 


Convenient... 
may be given in formula, fruit juice or 
water, or dropped into mouth. 


Vitamin A Vitamin D 


POLY-VI-SOL 5000 1000 
Each 0.6 cc. supplies Units Units 


TRI-VI-SOL 5000 «=| 
__ Each 0.6 ce. supplies Units Units 
CE-VI-SOL 
Each 0.5 cc. supplies 


SUPERIOR VITAMIN SUPPLEMENTS oe 

} 

a 

= 

Ascorbic Acid Thiamine Riboflavin Niacinamide a 

| 3 

| 50 mg. 1 mg. 0.8 mg. 5 mg. Be. 

50 mg. 

MEAD JOHNSON & COMPANY + EVANSVILLE 21, IND., U.S.A. 


